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My subject might perhaps have been named more 
appropriately cranial surgery, as I wish to report 
nine cases of injury to the head; all of them, however, 
interfered with the function of the brain, and in 
three of thém there was actual destruction of brain 
tissue. Of these nine cases, four recovered complete- 
ly, one improved so much, that we have reason to 
believe that he will in the course of time, recover 
sufficiently to be of some use to his family. Four 
died. As we have yet much to learn concerning the 
diagnosis and management of injuries to the head, 
and as all of them have their own peculiarities 
to a certain extent, it seems to me an accurate 
report of such cases will be of advantage to us; and 
undoubtedly we will have to depend largely upon 
clinical experience for the advancement of this 
work in the future. This, then, is my apology for 
occupying your valuable time: 

Case 1—Boy aged 10 years, fell during February, 1880, 
from a depot platform, striking his head against the corner 
of a fire-box of the wheel of a freight car. I saw him an 
hour later; he was ina comatose condition, motionless with 
a large, full, slow pulse, and sterterous breathing. There 
was an extensive contused and lacerated wound of the 
scalp, over the middle portion of the right parietal bone 
exposing the skull. After thoroughly cleansing the wound, 
having shaved the hair from the scalp, I enlarged the open- 
ing and found a depressed, stellate fracture. The skull was 
unusually thick for a boy of his age, 3-16 inch. The fracture 
presented five points at its center, all coming together, 

converging like the spokes of a wheel, at the center of an 
irregular circle two and a half inches in diameter. There 
were therefore five irregular triangular pieces of bone. 
Each triangular segment was attached at its base, but all 
of them had their outer table cracked where they joined 
the body of the bone. Their apices were depressed fully a 
third of an inch. In order to elevate the pieces I trephined 
through the base of one of them, then succeeded readily in 
replacing all. The dura mater was contused, cerebral 
pulsation absent before the operation. Restoration of the 
bone to position was followed by immediate return of func- 
tional action. The little fellow talked freely and told how 
he fell. The scalp was stitched with silk, dressed anti- 
septically ; the patient was left in bed, in a quiet room for 
about ten days. The wound healed by first intention. The 
button of the bone was not replaced. The boy is well. 

Case 2.—Boy 7 years old, October, 1889, fell from a 
loftin a livery stable, striking upon a heavy plank floor 
with the back of his head. Was carried home in an uncon- 
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scious condition; saw him an hour and a half later. His 
pulse was full and large, 68. Breathing sterterous; pupils 
dilated. There was a large swelling over the occipital 
bone. above the superior curved line, extending two inches 
to the right and one inch to the left of the occipital 
protuberance. The scalp was severely bruised and raised 
by a hematoma. Anesthesia was unnecessary. I cut 
through the scalp and periosteum making a curved 
incision two inches long with its convexity downwards. 
The blood immediately rushed out; the patient moved his 
limbs at once, gave acry and waked up as from a dream. 
I quickly examined the skull and found a transverse: 
crack two inches long, about half an inch above and 
running parallel with the deep curved line of the occipital 
bone, extending more to the right than left side of the 
median line. The thin bone had been depressed by the 
blood between it and the periosteum, and had sprung back 
into position when that pressure was removed. 

Ten minutes after the operation the boy related how the 
accident occurred. Within a week he was again playing 
upon the street. 

Case 3—Wm. —— aged I11 years, while visiting in the 
country a hundred miles from Chicago, July, 1887, fell from 
an apple tree a distance of twelve to fourteen feet. His 
father having been telegraphed for, came to have me ac- 
company him to see his boy. Not finding me at home, he 
took another surgeon with him. The city surgeon arrived 
at the patient’s bedside ten hours after the accident oceurred. 
In the meantime, the mother who was with the boy, called 
a local doctor who found a large oval swelling in the left 
temporal region, together with contusion of the scalp here. 
The boy was unconscious. The physician said he was 
suffering from concussion of the brain; did not think there 
was a fracture. The Chicago surgeon agreed with the at- 
tendant, concluded that there was nothing to do except to 
jet him rest and applying a liniment to the wound, returned 
home. The patient remained unconscious for forty-eight 
hours, then becomes semi-conscious ; at the end of a week 
he “woke up” as his mother said. During this week his 
bowels were constipated, and urine had tobedrawn. After 
six weeks the child was brought home and I was ealled to 
treat him for a headache. At this time a ridge could be 
plainly felt in the middle of the fossa of the squamous 
division of the temporal bone, running parallel with the 
zygomatic process. What a chance the surgeon missed 
here of making a brilliant cure with one stroke of the knife! 
Undoubtedly the large swelling in the region was caused by 
a rupture of one of the deep temporal arteries or from the 
bone. The blood was boxed in by the unyielding temporal 
fascia and pressed the cracked bone against the dura 
mater and brain. The pressure symptoms disappeared 
with the absorption of the clot, the bone retaining sufficient 
elasticity to spring out. At the time of my visit, the child 
was afflicted with a slight frontal headache and enteritis; 
the parents imagined that the injury might have had some 
relation to this condition, which fortunately proved not to 
be the case, as he made a prompt recovery. 

Case 4—A gentleman aged 45 years, engineer, was 
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found lying on his back on the floor, in close apposition 
to the cube-shaped stone supporting a portion of astationary 
engine, with a step ladder standing near. He was uncon- 
scious when a homeopathic physician came to see him. He 
was placed upon a stretcher, and examined by the doctor 
who found a scalp wound one and a half inches in length 
over the right half of the occipital bone, which he washed, 
stitched and dressed. The patient was taken home and 
looked after by this physician. It happened that this man 


carried an accident insurance policy, and in the natural 
orbital arch upwards. 


course of events the insurance company sent their surgeon 
to look after the interests of the patient, or more properly 
stated, theirinterests. The company’s surgeon called twenty- 
four hours after the man was sent home. Not knowing who 
or where the attending physician was at that time, he 
asked permission of the man’s wife in behalf of the com- 
pany to see the patient. The permission was granted. 
The doctor quickly examined the case. Found pulse 48 
large, full, laborious. Pupils dilated widely. Sterterous 
breathing. The bladder filled to distention. He did not 
stop to open the bandages, but at once drew off a quart of 
urine from the bladder, and went in search of the doctor. 
Did not find him until the next day. On the fourth day the 
company’s surgeon suggested a consultation be held with a 
regular surgeon, promising that the company would bear 
the expense. The attendant was willing to have a homeo- 
pathic surgeon. In order to pacify him the company’s 
physician said, you may have your homeopath, but let me 
bring a “regular surgeon” and the company will pay both. 
He finally consented to let the company’s doctor bring a 
surgeon to see the case with him. The doctor called me on 
the sixth day; I found a pin head opening in one end of the 
scalp wound, through which my probe entered readily, and 
I felt the rough outlines of a fracture. Gave it as my opin- 
ion that there was either a clot or depressed bone causing the 
symptoms. The homeopath’s attention was called to it, but 
he claimed that there was no fracture and held a consulta- 
tion with one of his guild, who agreed with him. The man’s 
wife said she wanted her husband let alone with her homeo- 
pathic doctor and wanted no more physicians to trouble him. 
Of course I advised operation, but at the same time was 
guarded as to the prognosis, saying the clot might be 
absorbed, or possibly the bone might spring back into posi- 
tion and the patient make a recovery. If it was a clot 
there would be more hope, but it would take considerable 
time. In the meantime, however, I felt he was being per- 
mitted to take too great achance. Be that as it may, two 
weeks later Dr. J. R. Corbus (who represented the company) 
said that the patient seemed to be gradually improving, al- 
though his urine still had to be drawn. Six weeks later was 
able tositup. His right eye was much weaker than the other. 
In fact he could not see clearly with it. Motion in one leg 
was somewhat impaired. After six months he began to 
walk about, toes of one foot dropped, causing a stumbling 
motion. The case came to court within a year, as the 
company refused to pay the homeopathic attendant, claim- 
ing that an operation would have resulted in a more rapid 
cure and that they had been compelled to assume a greater 
risk than was necessary by the refusal to have proper 
surgical aid. The attendant made his speech claiming to 
have cured the patient medically, while Surgeon Schaefer 
wanted to use the knife. Dr. J.R. Corbus being called to 
witness stand, was asked what he thought about the case. 
His reply was: “By the grace of God the patient got well, 
homeopathy notwithstanding.” 

Case 5—A Mr. T. aged 50 years, manager of railroad car 
shops at the city limits of Chicago, rode home in the bag- 
gage car of an express train, as was his wont, at six o’clock 
one July evening of 1890, The rails spread while the train 
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was in motion. The gentleman had been sitting in an arm 
chair, facing the corner of a safe, perhaps a yard distant. 
As the ear left the track he was thrown forward from the 
chair and struck the corner of the safe with his forehead. 
The accident occurred about seven blocks from the man’s 
home. He was momentarily stunned, but soon picked 
I saw him an 
hour later in emergency. His left eyelid was black and 
swollen. It was seen that the frontal bone was fractured 
vertically in its left half, from near the inner end of the 
The left side of the forehead was 
flattened. He had an unusually large frontal sinus, which 
made the wound look as if the anterior wall of the left sinus 
was pressed in. As the man was perfectly rational, show- 


ing no symptoms whatever of brain disturbance, it seemed 


altogether probable that the outer table only was broken. 
Still | was in favor of cutting down immediately to examine 
the bone and do what might be necessary. The family were 
opposed to such action. It was therefore deferred. The 
next morning a consultation of surgeons was held. The 
patient was still rational, clear headed, having use ef all 
of his functions, with no indication of compression. Six days 
later I was invited by the surgeon in charge, my friend Dr. 
L. MeArthur (by whose consent I report this case), to assist 
in elevating the bone. A change had occurred on this day. 
His speech was faltering, deglutition difficult, pulse weaken- 
ing. He wassomnolent. An incision revealed the following: 

There was a vertical fracture towards the inner end of 
the left orbital arch extending towards the coronal suture. 
The external angle of the frontal bone was broken loose 
from the malar articulation, while this angle had been 
driven inwards two-thirds of aninch or more. With great 
difficulty Dr. MeArthur priedthe angle back into position. 
Of course this depression implied a fracture of the orbital 
plate of that side. Two days later I made the autopsy and 
found what the illustration shows. A transverse fracture 
extending from the external process of one side to the 
other, across the base of the skull, passing through the orbital 
plates near the lesser wings of the sphenoid and through 
the back part of the cribriform plate of the ethnoid. Con- 
necting the ends of the fracture there was a complete 
fracture of the vertical portion of the frontal bone running 
parallel with the coronal suture. In addition to these, 
there were the vertical fracture alluded to connecting with 
the transverse fracture on the forehead ; and three fractures 
through the left orbital plate, two extending from orbital 
arch to the transverse fracture within the skull, the other 
half way back. The triangular shell thus produced at the 
outer angle of the frontal bone was driven almost an inch 
into the left frontal lobe. Here the autopsy revealed a 
large cavity in the brain which had been occupied by the 
bone. There was a clotin the channel of the cavernous 
sinus. With this extensive traumatism there were no 
symptoms of brain injury present until the sixth day. 

Case 6.—Boy, W. L., aged 17 months. While playing upon 
the porch at the back end of a flat, sixteen feet above the 
ground, suddenly fell down stairs, probably rolled two or 
three steps, fell seven feet striking the top of a fence with 
the crown of his head,and dropped from the fence to the 
ground below five feet which was covered with ice. There 
he was found a half minute later, lying flat upon his back 
and head. He was carried to his bed, and a messenger sent 
forme. A physician happened to be in the building at the 
time. He was at once called; after looking the child over 
concluded he was suffering from concussion of the brain. 
A half hour later I came to him. Examined the child eriti- 
cally. Found he could move his limbs. His pupils responded 
to the light slowly. For one instant only his left eye was 
thrown off of parallelism with the other. It quickly moved 
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into line, however. This at once made me suspicious of 
brain injury. I then ran my hand over the top and back of 
the head. The occiput was flattened, while in front of it 
there was a prominence. The child was drowsy, still could 
be easily awakened, and had control ofits funetions. I next 
walked out to the porch to see how far and where the boy 
fell. The extent of the fall was so great, that I felt con- 
vineed that the skull must be badly fractured. In the ab- 
sence of grave pressure symptoms, it seemed unnecessary 
to operate at once. I therefore advised warm fomentation 
and sedative treatment. Gave it as my opinion that the 


skull was extensively fractured and said that at the first in-- 


stant when severe brain symptoms appeared, such as con- 
vulsions or paralysis, | would cut through the scalp and 
do what seemed best. Twenty-four hours later there oe- 
eurred clonic spasms at the left angle of the mouth. I at 
once ordered a barber to shave off the hair preparatory to 
operation. Chloroformed patient ; scrubbed head with soap 
and water; washed with bichloride and ether, Cut through 
the scalp at a point corresponding to the upper portion 
of right fissure of Rolando; found an irregular fracture 
extending to the right and left ; followed it up in both diree- 
tions. It extended to within one-half inch of the right ear, 


and to within one inch of the left ear running across the back | 


part of both parietal bones. A peculiarity which interested 
me greatly was the fact that the borders of the broken bone 


were separated one-eighth of an inch which explained to my. 


mind the absence of pressure symptoms from the beginning ; 
the open seam of necessity increased the intracranial area. 


At the back part and middle the bone was considerably 


depressed for distance of two inches; at the right side in 


front of the location for the fissure of Rolando | trephined | 
and found a tablespoonful of clotted blood beneath the. 


dura mater, which membrane was lacerated here. 
dura mater was torn in several places and at the middle of 
the wound, brain tissue lay loose on the seam of fracture. 
After thoroughly cleaning the entire wound I lifted up the 
depressed bone, stitched the dura mater, brought the edges 
together through the entire length of the wound, placed 
asmall drainage tube in two places which were carried 
through small trephined openings of the skull. 
tiseptically. Boy’s eyes brightened, responded quickly to 
light. 
temperature rapidly crept upand he died on the fourth day, 
of meningitis. 

Case 7.—Wm. N., aged 22 months. Was called to treat 
this child for a headache in the evening of the fifteenth 
day. His parents said that he had been sick for about 
two weeks; the headache came every afternoon at 
about 2 o’clock, and left him towards midnight. The 
pulse was small and rapid, 120; temperature 00°F. Eyes 
responded to the light. The head ached all over the 
frontal region. Tongue heavily coated. Nothing was 
said about traumatism. Bowels were constipated. Pre- 
scribed bromides, cathartics and quinine. Called the 
next day at 7 o’clock p.M., found the patient feeling bet- 
ter, pulse a little stronger. Temperature 99° F. Continued 
bromide of potassium. Third visit, fourth day, 9 A. M. 
He was slumbering ; every now and then he cried out in his 
sleep. The cry was shrill, as if caused by sharp pain. This 
set me to thinking. I at once asked the parents if their son 
had met with an accident recently. They thought not. I 
asked the question again, saying little ones frequently 
stumble and fall. The mother then spoke up saying that 
she remembered that he fell about two weeks ago, but there 
was no bruiseuponhim. My next question was whosaw him 
fall? “Freddie, his 12-year old brother.” The brother was 
called. In reply to my question he said that he played with 
the patient two weeks before, his brother clinging to his 
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neck and back while he sat on the edge of a lounge; he 
ducked his head pretending to throw him over his head; 
did this onee too often when the latter slid to the floor head 
first, striking heavily upon thecranium. This was sufficient. 
I examined the skull carefully, found a very slight uneven- 
ness over the coronal suture of the left side of the head, 
scarcely perceptible; pressure upon the point caused him to 
ery thesame shrill ery as heard before. Pressed upon a corre- 
sponding point of the opposite side but elicited no response. 
There was no longer any doubtin my mind as to the cause 
ofthe origin of the headache. 

 Limmediately informed the father that an incision through 
the scalp was indicated, to explore the skull and possibly to 
‘lift a depressed bone. The father at once repelled the idea, 
claiming that the child had the headache nearly a week 
before the accident occurred. Having no time to waste, I 
‘advised him to call in another surgeon, and if the latter 
/should agree with me I would go on with the operation; if 
_ there was a disagreement he could let the other surgeon 
take the case. Two surgeons were called, Dr. I. N. Danforth 
cand Dr.MeDonald. After hearing the full history of the case 
and having examined the head, they concurred with me. 
By this time the boy was very weak; pulse 130, small, tem- 
perature LOIS, In the meantime the head had been shaved by 
abarber. [cleaned the sealp and cut down to the bone, mak- 
ing an oval flap. Found a slight fossa at coronal suture, an 
inch to the right of the median line; the teeth of the suture 
could be seen obliquely placed. Removed a *;-inch button. 
The cerebral pulse was absent. The dura mater looked black. 
Aspiration drew off a teaspoonful of serum. Opened the 
dura mater; a tablespoonful of cerebral fluid escaped, with 
considerable lymph and clotted blood; pulsation was now 
normal. There was a circumscribed leptomeningitis pres- 
ent. It was thought advisable by all of us to leave a small 
gauze drain in the wound. I stitched the dura mater and 
scalp with fine silk ; applied usual antiseptic dressings. The 
headache was relieved ; patient’s eyes grew clearer, responded 
promptly to the light. After thirty-six hours his temperature 
ran up to 102° F.; two days later he died. There was no pus 
inthe wound. He died of leptomeningitis. 

Case 9.—Wesley Hospital Record.—Mr. K., aged 47 years: 
Father died of apoplexy. Mother lived to old age. Losta 
sister aged 30 years from consumption. He enjoyed good 
health up to two years ago. During the fall of 1887 he was 
_sand-bagged and robbed on the street while going home in 
the evening. Was struck on the head with some metallic 
instrument. The scalp was torn open to the extent of about 
an inch, over the upper and middle part of the right pari- 
etal bone, extending outwards from near the median line. 
He was stunned for a few minutes only. The wound was 
dressed by his wife; it healed in a few days. The patient 
went to work the morning after the accident and felt as 
well as usual, barring a little tenderness about the wound. 
He had forgotten all about this important incident until 
reminded of the presence of a scar upon the scalp. Two 
years ago his limbs swelled and a physician said he had 
Bright’s disease. At the same time his head troubled him. 
Was afflicted with vertigo. There was a constant headache 
and tenderness on the right side of the skull. After a few 
weeks of suffering he was suddenly seized with “spasms ” 
of the left side of his face and of the left arm and leg. 
These spasms began in the left fingers, extended up the arm 
to his shoulder, next over the entire left leg. His head 
turned to the left side, and there was a constant twitching 
at the left angle of the mouth. Lost the use of his limbs 
for several days after the attack. Could not talk well after- 
wards; his memory became impaired and sensations were 
dull on the entire left side from that time on. The convul- 
sions came five times—several months apart—within two 
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years. Each successive paroxysm was more 
severe than the preceding one. Had the last attack of the 
five before entering the hospital a few days before Thanks- 
giving, 1892, at which time he was almost comatose for 
thirty-six hours. Since coming here, December 21, 1892, the 
convulsive seizures have occurred on an average about 
once in twelve days. 

Symptoms during the Seizure—Clonie convulsions begin- 
ning in the second finger of the left hand. Immediately 
after the “initial” symptom appeared in the finger the 
convulsions extended to the other fingers, wrist, arm and 
shoulder in rapid succession, also to the muscles of the face 


- andleg. Teeth came firmly together, causing a “ gritting” 


movement; several times the tongue was bitten. These 
symptoms of irritation were followed by a period of uncon- 
sciousness and hemiplegia, the unconscious state lasting from 
a few hours to aday. The paralysis only partially disap- 
peared. The limbs could be moved, although he had little 
use of them. The left hand was closed most of the time ; 
with a little effort he could open it. Hand pressure was 
very weak compared with the right one. Upon waking he 
looked dazed. There was almost complete hemianzesthesia, 
and a constant twitching at the left angle of the mouth; 
also ataxic and amnesic aphasia. Memory greatly impaired. 

Status Presens.—Before operation made the following notes: 
Is in fair flesh. Presents a “nervous look.” Has partial 
hemiplegia of the left side. Drags the left leg while walk- 
ing. Carries his left hand closed. Muscular power greatly 
diminished. Pressure with left hand very feeble. There is 
limited motion of the left arm. Can lift it to the horizontal 
with shoulder, slowly; left hand opens halfway slowly. 
There is almost complete loss of general and tactile sensa- 
tion. Hemianzsthesia may be said to be almost complete. 
Is unable to tell which finger or toe is being pricked with a 
pin. Does not feel it about the face. Our interne, Dr. 
Boomer, stuck a pin almost through the lobe of the left ear 
and the patient gave no evidence of having felt it. Touch 
any portion of the left half of the body and extremities 
with bottles of hot water, he takes no notice of the heat. A 
snowball was placed against his left arm, leg and face with- 
out his knowledge; he remained ignorant of its presence. 
Can not add a column of six simple numerals. Does not 
know the value of the figures. Does not know when he had 
the last convulsion. Can not remember when his wife called 
to see him last, although she was here yesterday. His 
vocabulary is limited. Is afflicted with both amnesic and 
ataxic aphasia. Speaks a word hesitatingly; seems too 
tired to speak another; shakes his head; evidently can not 
think the word. Can not write a connected sentence of five 
words. Drops one or two words in the effort. L. E.— 
fundus very much congested; V. 20-60. R. E.—Y. 20-20. 

On presenting this patient before the class I said the 
localization symptoms of irritation and of partial destruc- 
tion are well-marked. There are the local headache, 
tenderness and pain ; the “signal” symptoms as first noticed 
by his wife, in the left middle finger, followed by clonic 
convulsions ef successive groups of muscles; the hemianzs- 
thesia; tremors at the left angle of the mouth; tetanic 
contracture of the left levator orbicularis and of the pla- 
tysma muscles ; also the hemiplegia of the left side pointing 
directly to the right side of the brain as the location of the 
fons et origo of the man’s condition. Reading these symp- 
toms in the light of modern pathological knowledge we may 
feel absolutely sure that there is a lesion about the cortex 
of the brain corresponding to the right motor area, as map- 
ped out by Ferrier and Horsley. 

The history of the case points to traumatism as the ori- 
gin—causing inflammation, infection, or both, with their 
sequele, There may have resulted thickening of the bone; 
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a was dere en into the brain from the inner 
table and has led to the formation ofa localabscess. There 
is the possibility of a blood clot alone, or as a complication 
of the conditions already mentioned. 


2. 


1, Base line ; 

2. Parallel tangent line. B. Bregna. 

3. Bi-auricular Stephanion 

4. Fissure of Roles ior 

The circle re resents trephine ring, P. Ptery 
wit O.P. Oecipito Parietal fissure. 
N. Nasion L. Lambdoid suture. 

G. Glabella. 


The patient’s head had been shaved and thoroughly 
scrubbed with soap and water and washed with a bichloride 
of mercury solution, 1 to 2000. I now took the measure- 
ments for locating the fissure of Rolando. My method is 
to project a base line from the crown of the teeth of the 
upper jaw backwards, which will cross below the mastoid 
process on a line with the condyles of the occipital bone. 
Next a vertical line was carried at right angles with the 
base line (see Illustration 1,) upwards through the middle 
of the auditory meatus to the top of the head and parallel 
with the base line. Ata point 6 em. above the middle of 
the auditory meatus made a dot with tincture of iodine; 


2 


Fig. Il. 
1. Base line Broken line of the oval indicates the 
2. Parallel t tangent line. a of adhesions, and bounds the 


3. Bi-auricular line. ce occupied by the blood clot, 
Circle indicates opening into skull. beneath the dura mater. 


from this dot carried a line obliquely backwards and up- 
wards at an angle of 33 degrees with the bi-auricular line 
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thus. Marked out, approximately, the course of the fissure 
of Rolando. Having mapped out the fissure we again 
washed the scalp thoroughly. Before cutting through the 
scalp I pierced it with a drill and marked the line for the cen- 
tral pivot of the trephine. To prevent hemorrhage the lock 
stitch devised by my friend, Dr. Frank, was used. With 
the stitch I cut off from the circulation an elliptical area 
measuring 12', by 10cm. (5 by 4inches). Within the area 
I cut down through the scalp and periosteum, making an 
oval flap 6 cm. wide, and lifted it up from behind forward 
to the extent of 7 em., (2 4-5 inches), leaving the base of the 
flap in front; thus the opening in the scalp was placed at 
the most dependent portion. The flap was held back with 
warm sterilized gauze by Dr. Cullen, our interne. I now 
placed the trephine upon the skull so as to cover the fissure 
of Rolando, but had it extend further back of the fissure 
than forward, so as to get nearest the point in the skull 
covered by the scarinthe scalp. The trephine was one and 


one-half inches in diameter. The bone was quite dense, five-. 


sixteenths of an inch thick. The sclerosed condition of the 
bone was evidently due to osteitis. The dura mater was 
crossed by several large veins, and bled readily on being 
touched. After passing the needle through the dura mater, 
a half teaspoonful of blood entered the syringe. Finding 
nothing between the dura mater and calvarium to account 


for the man’s condition I tied the veins and cut the dura. 


mater one-fourth of an inch from the margin of the open- 
ing, and carried the incision around three-fifths of the cir- 
cumference of the ring. The membrane was very thick 
and cut like leather, presented a yellowish appearance. 
A blood clot now came into view—it was semi-liquid. 

By inclining the head to the right side, we caused the clot 
to glide out; the quantity was about two tablespoonsful. 
There was considerable lymph in the arachnoid membrane 
all over the exposed surface. My index finger passed read- 
ily under the cranial vault and was swept about its cireum- 
ference two inches forward and downward, an inch back- 
ward and half aninch inward to the longitudinal sinus. 
Around the entire area there were adhesions present show- 
ing that there had been at least a localized meningitis here 
and probably a leptomeningitis. The arachnoid could not 
be separated from the pia mater. Looking closely at the 
exposed surface the membranes were as one, thickened by 
lymph deposits. I tore the adhesions asunder between the 
arachnoid and dura mater by very gently pressing against 
them, the force of the pressure being directed towards the 
outer membrane. No hemorrhage worth mentioning fol- 
lowed this procedure in the present instance. My fingers 
were a little blood-stained. I explored the brain farther 
with the needle. It descended into the ascending frontal 
convolution towards Broca’s speech center. Only a little 
brain substance entered it. Pierced the posterior portion 
of the ascending parietal convolution, behind the fissure 
of Rolando and above it. Noticed the patient’s left 
leg jerk as the needle entered the cortex. The needle 
next entered directly behind (or as nearly as one could 
compute) the Rolandic fissure near the hand and 
finger centers. There was no evidence of abscess in 
any of these points; hardly felt justified in exploring 
farther in the presence of the pathological conditions 
already found. Washed the exposed parts with sterilized 
water, using very little pressure with the syringe, having 
first surrounded the tissues involved with sterilized gauze 
sponges to prevent the water from pouring into the sub- 
dural space beyond the limit of disease. There was a dark 
appearance of the deep membranes in spots, probably due 
to deep congestion of the pia mater, and the brain seemed 
to yield more readily to pressure here as if it was a little 
softer than in other parts. 
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As the vessels of the pia mater dip into the brain, the 
presence of softening of the brain would not be surprising. 
Leptomeningitis is said to bea cause of such a pathological 
condition. Had I been confident that the brain tissue had 
undergone degeneration it would not have seemed justifia- 
ble, in the face of what had already been done, to extirpate 
it. Removal of it would have produced permanent mono- 
plegia. Not knowing what nature might accomplish by the 
regenerative process it seemed wise not to disturbit. I pro- 
ceeded to close the wound, by first stitching the dura mater 
with catgut, in continuous suture, leaving a small opening 
at the lowest part for drain and insert a small drainage 


tube, having chiseled a groove in the margin of the button 


and taken outa few chips of the parietal bone directly oppo- 


site to prevent pressure on the tube. The button of bone 
was replaced. The scalp was stitched with silkworm gut, 
an opening being left at the lowest portion for the drainage 
tube. I now removed the lock stitch. Next dusted iodo- 
form over the scalp wound, covered the head with two layers 
of iodoform gauze, four layers of sublimate gauze, placed a 
thick layer of cotton around the entire head and a Moorish 
bandage or cap over all. 

Nore:—Feb. 21. The patient lifts his left leg and bends 
the knee while walking. Before the operation he dragged 
the leg. The twitching at the left angle of the mouth ceased 
three weeks ago. General and tactile sense partially re- 
stored. Says he feels his left arm and leg, as if there was 
life in them; they seemed dead before. Can recognize 
which finger is touched with a point of a pin, without see- 
ing it. The ear is sensitive tothe touch. Headache has 
left him. Talks better, frequently speaks a sentence of a 
dozen words. Sometimes the words come smoothly and 
rapidly, at other times somewhat hesitatingly. Brain tires 
easily. An houranda halfafter the operation was completed 
he said, “Doctor, can’t you shut off that man’s whistle?” 
referring toa patient in an adjoining room whose whistlin 
annoyed him. The words were spoken distinctly and wit 
little hesitation. Two weeks ago he could not open the left 
hand or lift the fingers. Now he opens the hand widely and 
extends the fingers. Has had no convulsions. Is improvin 
daily. I omitted mentioning that our patient took iodi 
of potassium up to two weeks preceding the operation to 
make sure that noerror should occur in operating. There 
was no indication of syphilis and the history of trauma- 
tism had not been ascertained. As already mentioned, 
the gentleman said nothing about the injury to the scalp 
until it was discovered by ocular and digital examination, 
and his attention was called to it. 

Feb. 29. Had bone ache; bone was tender. There was 
evidence of necrosis. 1 opened the wound, removed the 
button, and chiseled away small bits of bone. March 
31. Hfd a convulsion. Reopened the wound and re- 
moved a semicircle of dead bone about the cranial open- 
ing. There were adhesions behind the dura mater and 
arachnoid. For a time he seemed to improve again. April 
6, while telling some of his friends that he felt better than 
he had for years, he was taken suddenly with epileptic 
seizures. They recurred daily. On the Llth of April I 
opened the wound once more, hoping to find a removable 
cause for the convulsions. Found adhesions to the dura 
mater and softened brain tissue, with two small abscesses 
of the size of pea. Died April 16. 

Autopsy revealed extensive area of softened brain tissue, 
with two small abscess centers the size of a pea, and the 
dura mater re-attached. For at least one inch below and 
back of the trephine opening the bone was one-sixteenth of 
an inch thicker than that of the opposite side. 

Case 10.—729. Wesley Hospital Record. Admitted March 
20,1893. Mr. W., aged 52 years. Has always been well and 
hearty. A locomotive engineer by profession. Eighteen 
months ago was badly hurt in collision of electric cars. 
Struck the side of his head against a door jamb. Six hours 
later, in the night, while drinking a little water fell to the 
floor unconscious and paralyzed. Next morning conscious- 
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ness returned, but he remained hemiplegic. Was aphasic 
four months. Remained in bed nine months. Has imper- 
fect motion and loss of muscular sense in the entire left 
side. General sensation greatly impaired. Is troubled with 
insomnia, The right parietal bone feels somewhat flattened, 


as if it was stove in. 

Notes taken before operation: 

Left hand assumes silver fork position, with excessive 
extension of all the fingers. Can be about one-third way 
closed. Can not bring the ends of fingers within five inches 
of the palm of the hand. Raises the left arm to an angle of | 
about 30° with the side of the chest. Forearm in extension | 
forms an angle of 15° with the humerus. Rises from the. 
chair slowly, with difficulty and trembling, using his right | 
arm as a propon the armof thechair. Can not stand erect ; | 
body leans forward at the pelvis so as to form an angle of | 
15° with the thigas. Left shoulder droops three and one-. 
half inches. While sitting he can with the aid of the right | 
arm carry the left leg over the right knee by making repeated 
efforts. Patellar reflex is exaggerated. On closing his eyes | 
while standing his body oscillates and he fears falling. Can 
not walk a step without strong support, and never has done | 
so since receiving the stroke. He moves his leg with great | 
difficulty, leaning upon the shoulder of an attendant. Does | 
not bend the knee, but drags the leg. Walks on the outer) 
side of the foot. His knees jerk occasionally when he tries | 
to walk. Left ankle is weak and turns easily. General | 
muscular tremors noticed after standing five minutes ; more 
noticeable on tue left side. 


Has imperfect control of the. 
urine ; urinates three or four times at night. Micturition vari- | 
able during the day time. Experiences ditticulty in passing | 
urine; may take two minutes to start it, and can not be! 
controlled at will. Bowels move with dilliculty. ‘Tactile | 
sense dull; can not distinguish between two points unless_ 
they are two inches apart, and then is not certain. Distin- | 
guishes heat and cold with difficulty on the entire left side | 
of his body, face and limbs. Pin points applied to the left | 
foot and leg cause retlex jerking, although he hardly knows | 
what troubles him. Nocremasteric or elbow reflex elicited. | 
Left arm and leg are stiff; they bend with difliculty, espe- | 
cially the arm. Nearly all of tne muscles are contracted, | 
the extensors most severely. He cries easily and is very | 
irritable. 
On the 13th of April, after having the patient most thor- 
oughly prepared, | cut through the scalp, making an oval | 
flap as usual, so as to raise it from behind and below ; lifted | 
the periosteum with it. Found the parietal bone depressed | 
near its center. With Roberts’ trephine modified, one and | 
one-half inch diameter, | sawed out a button. The dura! 
mater was quickly exposed. Ihe skull was only a trifle over | 
one-eighth thick and quite elastic, It was not broken, but. 
simply bentin like the side of a battered stove pipe. There | 
was no cerebral pulse apparent. All around the border of | 
the opening just made the bone could be seen curving in | 
and pressing upon the dura mater. The latter at once | 
raised up to the level of the external surface of the sur- | 
rounding bone. The elevator could not bring the edges of | 
the bone away from the dura mater sutliciently, so I delib- | 
erately enlarged the hole in all directions, perhaps one-| 
eighth of an inch, and again pried the bone with elevator. | 
Was now rewarded with restoration of pulsation, which the | 
members of the class noticed distinctly at the distance of | 
eight feet. There was no bleeding during the operation. | 
My plan* of constricting the head with a double cirele of 
one-third inch solid rubber cord tied with stitches to the 
scalp at two places worked admirably. There was, however, 
free hemorrhage after the constrictor was removed, largely 
from the bone. The wound was stitched with silkworm gut. 
It healed promptly. The day after operation he closed his 
left hand firmly, and pressed mine with force. A few days 
ago the gentleman left the hospital greatly improved. Our 
interne, Dr. Seymour, took the following notes May 27: 
Can close his left hand completely and gives a strong grip 
with it. Can touch both ears and top of his head with the 
left hand. Can straighten out the left foot and extend it. 
While lying in bed can flex the left leg at the thigh and 
knee, Walked to the front door and back (100 feet) without 
the assistance of even a cane; getting up and sitting down 


a heavy silk thread 


alone. Swaysa little when standing with eyes closed. Stands 


nearly erect. Can raise arm at the shoulder to right angle 
with the body. General and tactile sense greatly improved, 
but not perfect. Talks more fluently ; his words are uttered 
with more force. 
of his temper. Has control of sphincters. Discharged 
greatly improved May 27. Advised massage treatment and 
electricity for the muscles, which I believe will in time 
enable him to go to work. 


*My method of controlling hemorrhage in operations about the head 
is here shown. A firm solid rubber cord, one-fourth to one-fifth of an 
inch wide (1). is wrapped tight about the head twice. The cord is not 
tied into a knot, but the ends are crossed in front and tied together with 

laced around them (3). The thread sinks into the 
cord sufliciently to beep the ends from slipping. The cord is held in 
position by means of two or more suture threads. These are placed in 
position by means of a curved needle, which is passed through the 
scalp under the cord, They are then tied around the cord as in illus- 
tration (2). Two or more of these loops may be used at different points. 


Discussion. 


Dr. McRag of Atlanta, Ga.—These injuries are so frequent 
that we all meet them, and it is our duty to operate in every 
ease. I recently had two cases which exemplify this. One 
was an injury the result of a fall from a horse, which caused 
a triangular depression on the top of the head. I never saw 
such violent hemorrhage from a fracture of the skull as 
occurred in that case. Limmediately ran my finger into 
the wound in the scalp, and shortly the hemorrhage ceased. 
I then prepared for operating, but as soon as | tried to 


'make an opening in order to elevate the bone the hemor- 


rhage commenced again violently. I packed with iodoform 
gauze, stitched up the scalp, put on an antiseptic dressing 
and sent the patient home. The man made an excellent 
and uninterrupted recovery. 

Another case was that of a boy 14 years of age who was 
struck over the parietal eminence. I found the bone 
depressed, and quite a quantity of brain substance had 
escaped. I operated immediately and he made a good 
recovery. 

A third case was that of a boy who fell from a horse, but 
as no immediate serious symptoms developed, the family 
did not call ina physician. He got along all right for a 
while, and then a persistent headache began to manifest 
itself, later a progressive paralysis, and now he is only able 
to sit up in bed. This demonstrates what the outcome is 
liable to be without operation. 

Dr. Averiiy of Pennsylvania—About four years ago I was 
called to see a child 3 years old who had been kicked by a 
horse. The superior portion of the frontal bone was frac- 
tured, with depression of the upper edge to the extent of 
about one-half or three-fourths of an inch, lacerating the 
meninges extensively as well as the brain tissue. I removed 
probably two or three ounces of brain substance, excised 
the lacerated meninges, brought together the soft tissues of 
the scalp, dressed antiseptically and obtained a very satis- 
factory recovery. There was never any febrile condition, 


little pain, and the recovery was complete in about five 
weeks. 
Dr. Grirrits of Kansas City—These reported cases are 
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very interesting tome. My idea is that we can not be too | 
careful about the prognosis in these cases, and also about 
insisting on going into the scalp to ascertain whether or) 
not the skull is injured; there is nothing dangerous about | 
this procedure, and we can promise the family that no harm | 
will result from it. I think the method mentioned for stop- | 
ping hemorrhage of the scalp unique. In our place we do. 
it by the pressure method, opening the scalp, running a loop— 
stitch clear around a given area going down on to the skull 
proper, and in this way we get a complete closure of all 
the vessels in this area. 

Dr. Reysurn, Washington, D.C.—I am more inclined to 
operative interference in these cases than I wasin the early 
years of my practice. I think that where there is any sus- 
picion of a serious injury it is best to open the scalp and 
ascertain positively the condition existing. I will cite in 
support of this a couple of cases in my own experience: 
One case was that of a boy who had been struck over the 
head by an iron bar, and shortly afterward went into vio- 
lent convulsions. I immediately, upon my arrival, opened | 
the scalp and removed the depressed bone. The improve- 
ment was immediate and the case went on to recovery. 

At about the same time another boy was similarly injured, 
but he did not come under my hands at once, nor did he 
receive the attention which he should have had. On the 
third day I removed a spicule of bone which extended into 
the brain; soon after symptoms of inflammation of the 
brain developed and death resulted. So I repeat that my 
advice is, where there is any doubt in the mind of the sur- 
goon, to invariably open the scalp and clear away any such 

oubts. There is no danger whatever in such a proceeding 
except ina child of from 2 to 5 years of age, but when the 
individual is older than that, in waiting there is danger of 
the development of inflammation of the brain. 

Dr. ScuaArrer—In reply to Dr. Griflith’s remarks about 
the loop stitch I will say that it was introduced by a Chicago | 
surgeon, Dr. Frank,a few years ago. I followed this method 
in one of my cases and came to the conclusion that it was 
inferior to the plan described in this paper, It increases | 
the danger of infection, as it is necessary to cover quite an 
area, and the needle will have to enter the tissues perhaps 
fifty times, while in the method illustrated only two or 
three, and occasionally four stitches, are required. I am 
pleased with the stand taken by Dr. Reyburn of Washing-. 
ton. I believe that more of these cases could be saved by 
timely operation. In all probability those who die after the 
operation would have died anyway. 


A REPORT ON SOME CASES OF BRAIN 
SURGERY. 


Read by title in the Section of Surgery, at the Forty-fourth Annual 
Meeting of the American Medical Association. 


BY EMORY LANPHEAR, M.D.,, Px.D. 
KANSAS CITY, MO. 

Surgeon to All Saints Hospital and to the German Hospital; Consulting 
Surgeon to the Good Samaritan Hospital; Professor of Operative 
and Clinical Surgery in the Kansas City Medical Datlene 

Only too often reports of cases are published be- 
fore sufficient time has elapsed to determine whether 
or not a cure has been effected. While a rule which 
I attempt to follow is, to report no cases until I am 
satisfied as to the outcome, a few case histories have 
been published regarding which I wish now to make 
a supplemental report: 

(A.) Removal of Gasserian Ganglion Something 
more than a year ago I sent out a report of a case of 
removal of the Gasserian ganglion by the method of 
Mr. Rose. Inasmuch as this operation is still a de- 
batable one, its opponents claiming that the disease 
for which the operation is made will return inside of 
a few months, we who are in favor of the operation 
are compelled to report from time to time as to the 
condition of patients. The case to which reference 
is made has progressed satisfactorily during the past 
year, and has had absolutely no return of the fear- 
ful neuralgia, so I feel constrained to repeat that 
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which I said in making my report of the operation 
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namely, that a complete cure has been secured. 
While the operation is a most formidable one, there 
are many cases of inveterate, incurable trigeminal 
neuralgia which are of sufficient severity to justify 
the operation, and I believe it is worthy of further 
The method of Rose is certainly the best yet 
devised, though possibly further experiment along 
the line proposed by Frank Hartley of New York,’ 
may show it to be better. 

(B.) Cerebral Hemorrhage —About two-years ago | 
published a report of my first case of trephining for 
cerebral hemorrhage. This was a case of subcorti- 
cal bleeding, and the record of it was printed only 
a few months after the operation. At that time a 
statement was made that the results were satisfac- 
tory. ° The subsequent history of the case is one of 


restoration to health with ability to work and to care 


for himself, although the use of the arm was not 
regained nor was his speech, owing to the great de- 
struction of the cortical substance in the arm and 
speech centers. 

Since that time I have operated upon two other 
cases of cerebral hemorrhage besides a number of 
cases of “apoplexy” due to meningeal hemorrhage. 
The second case of true cerebral hemorrhage was that 
of I. M., 54 years of age, who came under my care in 
June, 1892, suffering from hemiplegia and aphasia 
due to a hemorrhage. He was admitted to All Saints 
hospital and after due preparation a large flap was 
turned back and three one-inch buttons removed 
over the arm, leg and speech centers. These I joined 
by bone forceps. The dura was opened; no evidence 
of hemorrhage was to be seen except a white infil- 
trate over the speech and lower part of arm centers. 
This was opened and a considerable amount of bro- 
ken-down brain removed; extending the cut upward 
toward the leg area, a clot a little more than one 
inch in length was found about half an inch below 
the surface pressing upon the connecting fibers of 
the leg and arm regions. This was removed, the cav- 
ity irrigated, and catgut drainage established, with 
the usual closure of dura; the pieces of skull were 
replaced and the scalp carefully sutured to hold 
them in place; usual dressings. 

Convalescence was speedy and uneventful. For 
three days there was a little fever (100° F.) and ab- 
solutely no improvement in paralysis; then motion 
began to return slowly to the affected side and in a 
few weeks patient was walking around with a cane 
with but little difficulty. Motor power has not 
returnedin the hand, but the arm and fore-arm now 
have some motion, slowly improving. Speech remains 
wholly unaffected. The bladder irritation and ob- 
stinate constipation, so prominent before operation, 
have entirely disappeared, and patient regards him- 
self as vastly improved. 

The third case was that of J. P. E., male, age 42 
vears, patient of Dr. J. R. Kistler who saw him at 4 
p.M. on March 31, 1893, and found left-sided hemi- 
plegia which came on 32 hours before while straining 
at stool; for some hours previously he had com- 
plained of vertigo and had spoken of a “bad feeling” 
in the head with heaviness of hand and foot two 
days before, at which time he went to bed with some 
vomiting. Temperature 100$; convulsion of para- 
lyzed side occasionally ; has been wildly delirious for 
some hours, and is becoming comatose. He was 
removed to the German hospital. 


1 Annals of Surgery, May, 1893. 
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At 9 A.M. coma was complete; I opened scalp and 
removed piece of skull two by four inches over motor 
area. The dura very tense and pulseless. On cut- 
ting through the dura the brain bulged prominently 
through into the opening. Witha knife Icut directly 
into the ventricle through the parietal convolutions 
and found clot filling the lateral ventricle with con- 
siderable fluid blood mixed with the cerebro-spinal 
fluid and broken-down tissue. I cleaned out the clots 
gently and irrigated with hot normal salt solution. 
As oozing seemed persistent a little iodoform gauze 
packing was introduced. Bulging was less, and 
after suturing dura around the packing, pulsation 
was found to have returned. Usual dressings and 
after-treatment. 

April 1. Patient died at 10 a.m. Diagnosis, death 
from shock. 

Owing to my absence from the city, no autopsy 
was held. 

After the severer apoplectiform symptoms have 
disappeared, embolism must be excluded as trephin- 
ing would be wholly unreasonable in the latter dis- 
ease. One must also carefully distinguish from 
hemiplegic formsof intracranial syphilis and tumors 
which may be suddenly manifested. 

The following points will be found useful in deter- 
mining whether or not trephining is justifiable when 
the diagnosis of a cerebral hemorrhage is clearly 
established : 

1. When there has been a blow upon the head and 
hemiplegia, aphasia, or hemianopsia follows, there 
is nearly always a hemorrhage which may be cured 
by opening the cranium at the point indicated by 
cerebral localization, 

2. Paralysis of the third, fourth, or sixth pairs of 
nerves indicates a lesion in the pons and contra 
indicates operation. 

3. A slight premonitory attack, affecting speech 
temporarily, or produding a heaviness of hand or 
foot for a few minutes, if followed by hemiplegia 
may be taken as a good point in favor of operation, 
as the bleeding vessel is probably on the surface or 
very superficial. 

4. Paralyses of a very limited extent, especially if 
complete, are not often due to hemorrhage—being 
local palsies rather than the peripheral indicative of 
cerebral disease. 

5. A very severe headache followed by gradually 
but rapidly deepening coma and hemiplegia becom- 
ing more and more complete means a hemorrhage 
into the great basal ganglia—probably beyond sur- 
gical help. 

6. When the case presents a history of moderate 
loss of power or complete hemiplegia without uncon- 
sciousness, followed in a few hours by sudden appear- 
ance of coma, marked fall of temperature succeeded 
by some fever, a hemorrhage has broken into the 
ventricles or beneath the membranes, is still pro- 
gressing, and indicates immediate trephining; a day 
or two afterwards will be too late, so if done at all it 
should be performed within a few hours, if possible. 

7. Very sudden and complete hemiplegia and 
coma (coming on as if the patient were struck with 
a hammer) usually means embolism; heart lesions, 

endoarteritis and syphilis strengthen the probability. 

8. Bilateral hemianopsia (blindness of correspond- 
ing sides of both eyes) appearing suddenly is apt to 
be due to a hemorrhage in the occipital lobe of the 
opposite side and justifies exploratory operation. 


Profound coma and relaxation without any 
Nelligan usually depend upon injury to the pons 
and decide against operation. 

10. Vomiting, severe occipital headache and ver- , 
tigo, with or without a distinct paralysis render 
a cerebellar hemorrhage probable; ocular symp- 
toms, like nystagmus and strabismus are also apt 
to accompany these symptoms of cerebellar lesion; 
exploratory operation is justifiable. 

11. According to Hughlings Jackson, convulsions, 
early rigidity and conjugate deviation of the eyes of 
a spastic form are conclusive evidence of hemorrhage. 
Convulsions always accompany hemorrhage in young 
persons. 

(C.) Idiocy.—A year agoI presented the history of a 
little idiot from California operated upon by linear 
craniotomy. At that time the improvement had 
been quite remarkable. During the past year his 
progress has not been so rapid as was anticipated 
and yet has been quite satisfactory. The present 
condition, according to the report of the mother, is 
promising as to the future development of the child’s 
mind, and physically he is in far better condition 
than before the operation. 

During the last year I have made nearly a dozen 
craniotomies for idiocy, not only in the microceph- 
alic variety, but also in cases of congenital idiocy, 
hydrocephalic, epileptic and traumatic. The most 
satisfactory of these cases is that of Henry B—, of 
Cairo, Ill., patient of Dr. J. C. Sullivan, age 9 years, 
presented for operation September 22, 1892. Family 
history neurotic, epilepsy and insanity being present 
in near relatives. General health excellent; no 
history of illness except meningitis at his third year. 
He has presented all the signs of the genetous form 
of idiocy since his birth, and has suffered from con- 
vulsive epilepsy for several years, the seizures in- 
creasing in severity and number until they occur 
almost daily of late. Status presens—Child well 
developed physically, except in the lower extremities ; 
has all the symptoms of congenital agenesis of gray 
matter, viz: idiotic expression, prominent and bru- 
tal lips, irregular and decayed teeth, and dribbling 
of saliva; he has the habit of sitting alone and sway- 
ing back and forth with a crooning noise, quite fre- 
quently throwing himself back on the pillow, scream- 
ing or moaning, tossing his head from side to side as 
if in pain; mental condition a perfect blank. The 
mother states that the child has never shown the 
slightest sign of intelligence, has never attempted to 
walk or to use his hands except automatically, has 
never tried to say a word, or appeared to notice any- 
thing that is said to him nor to pay attention to 
tones; at times she even thought him deaf because 
of his inattention to sounds. He has to have his 
food masticated and put far back in his mouth, as 
he has never learned to chew, and sometimes can 
scarcely swallow food, even liquids. He lies for 
hours, sometimes, simply whining to himself or 
moaning. He becomes fretful when hungry, but is 
generally good-natured when kept well-fed. 

The mother was told that this was a case that pre- 
sented absolutely no hope from operation, as it was 
a variety that had never been operated upon so far 
as can be learned, and operation might possibly 
prove fatal. It was explained to her that there was 
the barest possibility that the irritation set up by 
the operation might produce a trifle of improvement, 
and she decided to take the chance; consequently 
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the child was prepared in the usual manner for op- 
eration. 

September 22.—Craniotomy made at All Saints 

hospital, on the left side of head; skull very thick; 
dura bulged strongly into opening, pulseless, but in 
enlarging trephine hole to the usual dimensions, 
pulsation was established. The opening through the 
dura showed a paleness of the brain, and shallow 
sulci were noticed. Dura and scalp closed and pa- 
tient put to bed in good shape. 
September 23.—Little shock noted. Patient slept 
well. Restless this morning, but food given him, 
after which his actions were the same as if no ope- 
ration had been made. Temperature 994. 

September 24.—Doing nicely; no disturbance from 
operation; has a brighter appearance; does not 
moan nor act as if in pain so much as before opera- 
tion, and symptoms less severe. 

September 31.—Convalescence from operation has 
been uninterrupted. The mother notes the great 
change in the manner of conduct, and hopes for im- 
provement. 

October 5.—Operation made on right side of head. 
Bone greatly thickened, but soft; removed to the 
extent of two by four and one-half inches. Dura not 
opened; no blood lost; duration of operation, 28 
minutes. 

October 6.—No shock; resting quietly; tempera- 
ture 99; in evening, doing well; sitting up as usual. 

October 7.—No bad symptoms; restless manner 
entirely gone; has not cried since operation. 

October 17.—Discharged from hospital. 

December 26.—Mother writes that Henry is im- 
proving in general condition; spasms very infre- 
quent and not severe, and he is beginning to pay 
attention to what is said to him, and particularly as 
to the tone of the voice. When spoken to crossly he 
cries as would a baby six or eight months of age. He 
is learning to play with toys, and seems to take an 
interest in some things that are going on about him. 

March 22, 1893.—The mother writes: “Henry 
seems altogether different. He has lost the restless 
way he had before the operation. He seems con- 
tented and satisfied everywhere. His feet are filling 
out, and he is getting a little use of his legs. His 
flesh is firmer and more solid. When he is hungry, 
he hollers, “Eat, eat, eat!” and, Doctor, his ways are 
all so much like a one-year-old baby’s. He tries to 
climb up by chairs and stand on his feet, and I 
notice that if he happens to fall when climbing up, 
he is careful to hold his head up and try not to fall 
again. He does not put his hands tohis ears and head 
as he did before the operation. He gets amused with 
playthings and seems to enjoy himself. He seems 
to grow stronger in every way, but does not improve 
about walking. Still, he wants to hold to anything 
that hecan reach. He eats hearty and sleeps well. His 
arms and body seem to be very strong, and his lower 
limbs are improving also. The way I first noticed 
his flesh was getting more solid was when he would 
kiss me he would press his cheek against my face 
and it felt so much harder than before you ever saw 
him, so I felt of his arms and legs, and I know that 
he‘is gaining in flesh. 

“Well, Doctor, I have been asked more questions 
about him since his operation; it seems to be a mir- 
acle the way he has improved, so everybody says who 
sees him. He blows his lips like a child just learn- 
ing to talk. He can say four words right plainly, 
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and he often does what I tell 


him to do and seems 
to understand me. I can say God bless you, and 
hope that some day we can send you money.” 

This was a typical case of congenital idiocy, and as 
pronounced as any that has ever come under my ob- 
servation; yet if the mother’s report can be regarded 
as true, the amount of development since operation 
has been more phenomenal than that of any case that 
has ever been reported; which leads to the conclu- 
sion that operation is justifiable in such cases in the 
way of further experiment. 

The second case I wish to report is that of Roy 
L—, of Independence, Kan., age 12 years, patient of 
Dr. W. A. McCully. Well developed; general health, 
good, and in excellent bodily condition. As a baby 
he was excessively nervous, but otherwise well, and 
was fairly intelligent up to the age of three and 


one-half years, when he began to have “night terrors” 


and a few months later developed epilepsy. Since 
then his mental development has been very slow. 
November 29, examination shows patient to be suf- 
fering from epileptic idiocy (the idiocy being of high 
grade); his language is fairly good, though sharp 
and quick, and only the most infantile forms of ex- 
pression are used. His right side is far less devel- 
oped than his left, and the spasms are always on the 
right side of the body. He bolts his food, and has 
to be watched constantly because of a developing 
viciousness. He can intimate when he wants to mic- 
turate and defecate, but can not unbutton his clothes. 
He has absolutely no idea of right or wrong, the 
moral sense being totally absent. Heplays with the 
usual toys, is passionately fond of music, and can 
readily learn to whistle a tune. Operation was 
strongly advised for the cure of epilepsy, with the 
advice to send the child to the Wilbur School for the 
Feeble-Minded at Kalamazoo, Mich., as soon as 
recovery from operation has occurred. 

December 1.—Operation made at All Saints hos- 
pital with the usual flap on the left side; no bleed- 
ing of consequence. With a gouge a cut was made 
through the skull to the dura just at the margin of 
hair on forehead, then opened up over the frontal 
and motor regions about two inches wide and four 
inches long. Over the leg and a part of the arm 
center there was found an angioma measuring about 
one and one-half inches across. Inflammatory de- 
posits were numerous, and after excision of the 
tumor the adhesions were broken up without hem- 
orrhage, though the veins in the dura were almost 
varicose in size and had to be ligated with catgut. 
Dura sewed with catgut, iodoform put in, catgut 
sutures in the scalp, usual dressings. Duration of 
operation, one hour and ten minutes. In the even- 
ing he was resting well; temperature 994, and no 
evidence of spasms. 

December 2.—Slept four or five hours. No spasms 
during night; temperature 99 at 10 o’clock a.m. At 
10 p.M. quite restless, so ordered two drams of elixir 
of bromid of potash, to be repeated if necessary. 

December 3.—Slept nearly all night. In fine con- 
dition at 10 4.m. Temperature 984. Sitting up in 
bed playing. 

December 5.—Patient allowed to get up last evening. 
During the night had a few slight convulsions: other- 
wise doing first rate. 

December 9.—Dressings removed. Wotnd found 
healed by primary union; general condition satis- 
factory. 
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December 21.—Patient discharged from hospital. 
No return of spasms. Crossness and viciousness 
very much improved. 

May 10, 1893.—Reports from patient indicate 
marked improvement in his mental condition. Lan- 
guage is being acquired with great rapidity. Educa- 
tion already begun with gratifying success. No 
return of convulsions since discharge from the hos- 
pital. 

This was a typical case of idiocy due to convulsive 
seizures, I believe, and may be taken as an illustra- 
tive case of what can be accomplished by operative 
procedures in cases of suitablecharacter. Of course 
no man can make a diagnosis of angioma of the dura 
before operation, so that in a measure such cases are 
exploratory. Although too little time has elapsed 


since the operation to speak definitely as to the ulti-| 


mate result, it seems to me that the amount of good 
already accomplished more than compensates for the 
outlay of time and money. 

(D.) Cerebral Softening.—It was my good pleasure 
to report the first case of trephining that was ever 
made for softening of the brain. By the term “soft- 
ening” I do not mean cerebral abscess; all surgeons 
would trephine for that disease; nor to the condi- 
tion formerly called ‘red softening,” which is in 
reality only the initial stage of a suppurative inflam- 
mation, which, if not arrested, leads to destruction 
of the nerve cells by pyogenic microdrganisms—but 
to the condition which follows cerebral hemorrhage 
or embolism, in which, upon opening the skull, we 
find a softened mass semi-fluid in consistence, of 
purulent appearance, but in reality not pus. The 
case mentioned was one of cerebral hemorrhage in- 
volving the speech center and the motor area of many 
months’ standing. The diagnosis was clear and 
unmistakable—the maddening sensations in the 
head and the temporary fits of irritability in 
which attempts had been made upon the life of 
his wife were undoubtedly due to a condition of 
true softening. The head was opened under the 
strictest antiseptic precautions, and a cavity contain- 
ing nearly a pint of broken-down brain and other 
debris (but no pus) was carefully irrigated. This cav- 
ity was filled with normal salt solution, the dura 
replaced and stitched, the scalp sewed into place 
without drainage, with a firm compress of gauze. 
His recovery was uneventful as already recorded else- 
where; nor was the improvement merely temporary 
as was predicted hy some who heard for the first 
time my proposition to relieve such cases by opera- 
tion. To this day he has had no recurrence of the 
bad symptoms. He is enjoying life in traveling, and 
has sent me a number of other cases for trephining. 
He feels that his improvement has been decidedly 
great, and he is going about, spreading the good news 
that for such hitherto helpless cases there is a possi- 
bility of relief in surgical interference. 


Thyroid Feeding in Myxedema.—Recent observations show 
that feeding of the thyroid gland is quite as efficient in 
the treatment of myxedematous conditions as the hypo- 
dermatic injection of the thyroid extract, while it is much 
less troublesome and is free from the grave risks attendant 
upon the injections. : 

Alexander (Medical Chronicle, No. 8, p. 175) reports the 
entire disappearance of a myxedema lasting two years in 
an insane woman. The mental condition was not improved. 
Half of a thyroid gland of a cow was employed, given twice 
weekly, finely divided and mixed with bread crumbs. 


INTESTINAL ANASTOMOSIS—BY A NEW 
METHOD, WITHOUT PLATES AND WITH 
BUT TWO KNOTS—EITHER SILK 
OR CATGUT SUTURES MAY 
BE USED. 


Read before the Section of Surgery and Anatomy at the Forty-fourth 
Annual Meeting of the American Medical Association. 


BY M. E. CONNELL, M. D. 
SUPERINTENDENT OF MILWAUKEE COUNTY HOSPITAL, 

When through injury or disease it is found 
necessary to exclude or remove a portion of the 
intestinal canal, the question of restoration of its 
continuity which comes to the surgeon, and how or 
which is the best method to accomplish this desired 
result is one of great importance. 

Many methods are now in the surgical field; but 
we cannot have one too many if all are good, and 
the surgeon must familiarize himself with one 
method or be equally proficient in all, in case of 
an emergency, such as gunshot wounds or strangu- 
lated hernia. 

The universal interest which has been manifested 
in the plate operation and its modifications, indicate 
very clearly that any method which promises an 
improvement in the technique of intestinal surgery, 
whether in suturing or the saving of time, will be 
gladly welcomed by the profession. 

It is now more than a year ago that I made a 
union, which seemed to me to promise a great deal; 
a method which I thought could be applied to the 
intestinal canal at almost any point, and wherein 
the number of knots would be reduced to two. Ido 
not wish to be understood as claiming that a 
reduction in the number of knots would in itself be 
any improvement; while of course it would be a 
factor very acceptable to the surgeon if time could 
be saved in this manner, and there would be a coal- 
escence of the other points in the technique, thus 
forming a desirable combination with the number 
of knots. 

It is obvious in the method I will endeavor to 
describe to you, and I think you will agree with me, 
that more than two knots would be detrimental ; one 
tie at each end of the incision or union is all that can 
be used advantageously, for the one great desidera- 
tum connected with this method is that every part 
of the suture be buried out of sight, as in the plate 
operation, and where the number of knots is increased 
to three, four, six or more, I do not see how this 
very important point could be achieved, for you will 
notice that if this suture is made properly, knots at 
any point other than the end could not be securely 
buried. 

The idea herein involved is probably a modifica- 
tion of the plate operation, that is, the same in 
principle but without plates. 

I felt certain that if I could penetrate or transfix 
both bowel walls when the serous serfaces were in 
apposition, and after being transfixed could keep 
them so, that is, with the serous surfaces in constant 
contact I would accomplish by means of this suture 
what had been gained by the plate union. 

With this object in view I tried a series of experi- 
ments on dogs. I placed the serous surfaces of the 
walls to be sutured in apposition, and secured them 
so by a continuous to and fro or serpentine suture. 
I then drew these two walls apart, loosening the 
suture, so to speak, and turning the intestine over 
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brought the serous surfaces of the other two walls | the full length of incision has been secured, and 
together, and transfixed them with a similar suture. pass your needle from within outward through the 
bowel wall at the opposite end of opening, leaving 

rave modified so as to apply it to all parts of 
the intestine, to the stomach and gall bladder | 
as well. | 

It would only consume your valuable time to. 
detail the many attempts and failures which led up. 
to this method of suturing, which I do not doubt will. 
recommend itself to you as eminently fitting for the 
work that I claim it will do. 

My first application of this suture was in oblique 
enterorrhaphy ; the intestine being divided oblique- 
ly a la Robert Morris of New York; but my effort 
at this session will be to briefly describe to you 
this method of suturing as applied in anastomosis, | 
wherein the initial steps are the same as in the 
plate operation. | 

The bowel is severed or a portion resected ; the cut. 
ends of which are then invaginated and closed with | 
catgut or silk sutures. | 

The closed ends are passed by each other, and an) 
opening (I prefer one slightly diamond, or oval each stitch as a loop on the side where taken, (as in 
shaped), of any length desired is then made in the B) or each alternate stitch may be loose, thus hav- 
convex border of both the proxinal and distal por- ing your loops all one side, (as shown in C). 
tion of intestine. 

The opposing walls are then placed side by side, | 
so that the ends of incision are parallel with each 
other, and I found that it facilitates the work to 
have a suspending thread or loop run through the 
bowel at each end of the opening, and held by an 
assistant. To insert this thread for suspension, you 
pass your needle from within outwards through the 
walls of one portion of bowel, and over to the other, 
passing the needle from without inwards, then bring 
both ends up through the openings and tie, thus 
having the knots above. (See A.) 


| 


i 
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You next withdraw the middle suspending loop, if 
you have inserted one, and then separate these su- 
tured walls as far as the looped stitches will allow; 
pass the knotted ends of suspending loops down 


When there is a tendency to great eversion of the 
margins of the openings, or when you have made an 
unusually long incision, it will further greatly 
assist you to have a third suspending thread insert- 
ed midway between the other two. 

As your assistant applies gentle tension or trac- 
tion to these suspending loops, the opposing serous 
surfaces are brought into perfect contact, and you 
can very quickly insert the first suture, which is of ! 
looped stitches, by inserting your needle from without 
inwards through the bowel wall, at the right end of through the middle, (D) draw them up on the other 
one opening, then passing it back and forth through | side, and you will have the serous surfaces of the 
all coats of both walls which are in apposition until | other two opposing walls in opposition. (See E.) 
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You can now put in a middle suspending thread if 
you wish, and then insert your second suture, in the 
same manner as the first, with the exception that no 
loops are made, all stitches being drawn tight. 


You now withdraw all suspending threads and 
draw up the loops of your first suture, and pull the 
opposing ends of both sutures till taut, and tie; not 
cutting off the ends of sutures after making the 
first knot until you have made the second, as they 
are necessary in making traction. 

After both knots are tied, cut off the ends close, so 
as toleave no dangling drains, and your union b 
anastomosis is complete. (See F.) It has never 
been found necessary to use any retaining sutures. 


When using catgut for suturing, the knot must be 
secured with a silk ligature to prevent loosening, as 
it becomes softened by the intestinal and serous 
fluids. 

This same result is achieved by making your first 
suture of tight stitches, in which case you will avoid 
the turning over of the intestine, which seems some- 
what puzzling to not a few surgeons and then your 
second suture is inserted as shown in illustration G. 

By inserting your needle from without inwards as 
before, and bring it out on the same side at about a 
distance of 14 of an inch, then passing it over to the 
opposite wall and take a stitch through all coats 
about 14 of an inch long, parallel with the margin 
of wound, and repeat until all has been secured and 
pass your needle out as before, when your sutures 
are drawn taut and tied and you have same result 
as at F. 
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In the series of experiments to which I have 
referred, many specimens were preserved, and from 
them I have selected these, which you will see are 


illustrative of the results obtained from the applica- .« 


tion of this suture in anastomosis. 

I have made no attempt to dissect or remove any 
of the stitches or suturing material, and as I am 
aware that time is a great factor in proving the 
value of a method, in some cases I have allowed 
quite a lengthened period to elapse between the 
experiment and the resection or death of the animal, 
the shortest time having been five days and the 
longest seven months and eight days; there is one 
still living of eight months duration. 

In oblique enterorrhaphy the shortest time was 
fourteen days and the longest five months and twelve 
days; there is one still living of eleven months dura- 
tion. 

In circular union where I employed but one knot, 
the shortest time elapsing between experiment and 
resection, was twelve days, and there are three 
living, two of about eight and a half months dura- 
tion and one where three circular unions were made 
at one time, which are now of six months and 
eighteen days duration. 

The date of the experiment and time of resection 
or death of the animal is tagged with each specimen. 

Although it may seem a little foreign to the sub- 


y ject of anastomosis, still I wish to mention and show 


you the specimen of No. 10 which operation was 
made on July 14th, 1892, when a union in two places 
at one sitting was made; both of these unions were 
of the oblique method and about one foot apart. 


The subject was a large mastiff, the suture mate- 
rial very heavy catgut with darning needles. On 
August 29th, 1892, one (1) month and fifteen (15) 
days after the operation was made, I concluded to 
kill the animal and remove the specimen, so no 
effort was made toward asepsis or antisepsis and 
before resecting I also thought that I would practice 
on the intestine. An oblique enterorrhaphy was 
made between the two unions before mentioned. 
Then I resected that portion of intestine embracing 
these three unions and reunited the divided intestine 
by anastomosis, using the looped and tight stitch 
suture. Three suspending loops were used with per- 
fect ease. 

This anastomotic union was also made only for 
practice, but it looked so perfect that I concluded to 
close the abdomen and give the animal a chance to 
live, thus making experiment No. 17. 

The first to which I wish to call your attention is 
that of experiment No. 12. It was on intestinal 
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anastomosis, the experimental operation being made 
August Ist, 1892, in the presence of Dr. J. H. McBride 
of the Milwaukee Sanitarium, the subject being a 
small pug dog. 

This was the first anastomosis made by this suture, 
my thought in previous work having been in the 
direction of an end to end union by the oblique 
incision a la “Morris.” 

In this instance the first suture was of tight 
stitches, and the second was loose or parallel, though 
not looped stitches. 

The dog was killed August 16th, fifteen (15) days 
after the operation. There were no adhesions, the 
abdominal cavity being free from all signs of any 
inflammation, the internal organs lying free and in 
normal position. The intestinal union is perfect; 
there seems to be no cicatricial contraction worthy 
of mention. 

I would next like to have you observe the specimen 
of No. 13. 

In this case there was a double operation made on 
August 3rd, 1892. An anastomosis similar to that 
of No. 12, which we have just examined, and an 
oblique union. 

This subject was a very large savage bulldog 
which was given to me as a sacrifice to science on 
account of his being so very troublesome. He escap- 
ed from our kennel fifteen days after the operation 
and when we went to his former home for him, his 
master would not give him up, stating that the 
operation had changed his disposition to that extent, 
that the family were willing togive him a new trial. 

The dog’s good behavior continued for several 
months, when he slid back into his old habits, and 
he was again turned over to us and was killed March 
21st, 1893, seven (7) months and eighteen (18) days 
after the operation. 

Silk sutures were used in both the anastomosis 
and the oblique enterorrhaphy. 

The specimens will speak for themselves. No 
adhesions, or signs of any inflammatory action were 
found. 

The next specimen of interest is that of No. 14, 
which in all probability can be considered under the 
head of anastomosis, it being that of a gastro-enter- 
ostomy, the union of the stomach at the convex 
surface with the duodenum at about its middle third. 

The operation was made on August 10th, 1892, 
and the animal killed September 22nd, 1892, twelve 
days after the operation. Here also there was found 
no adhesions of abdominal contents. FF silk suture 
was used in making this union which seems perfect 
in every respect. (The communicating foramen being 
quite large.) 

One month and eighteen days after the second 
operation was made, the animal was killed and we 
have here a very interesting specimen. It isextreme- 
ly valuable in showing how nature will come to the 
surgeon’s rescue, if given half a chance. 

Here we have an anastomosis with what would be 
deemed an extraordinary length of incision, namely 
one and one-half inch, and following even this un- 
usually long incision we still find the formation of 
an enterolith, with which as 1t increases in size from 
accumulations we find the incision or anastomotic 
opening and the bowel enlarging from day to day, so 
that in one month and eighteen days after the 
anastomosis was made we have the proximalend 
of the intestine distended to a distance of about ten 


(10) inches from the point of operation. Yes, dis- 
tended we might say to four times its normal size 
and the distal portion of the bowel is also enormously 
dilated. 

This portion of intestine in its distended state, 
produced by the obstruction from the enterolith, 
resembles in point of capacity that of an ordinary 
dog’s stomach. It may be of interest to note here 
that at the time of making the anastomosis, instead 
of placing the ends of divided bowel so that the 
peristaltic action would be downward, they were so 
placed that both closed ends were parallel, thus 
directing the peristaltic wave of the distal portion 
upward, which no doubt favored the formation of 
the enterolith considering the mixed diet which a 
dog selects. 

The specimen of No. 18 is that of an intestinal 
anastomosis made in the presence of a “doubting 
Thomas,” Dr. Mackie, after his return from his last 
visit to Europe. The operation was made Septem- 
ber 6th, 1892, and the animal killed one month later, 
on October 6th, 1892. No adhesions were found and 
union is perfect. 

In No. 21 the subject was a large white dog. On 
September 28th, 1892 a double anastomosis was made 
in the presence of Dr. Mackie of Milwaukee and Dr. 
Phillerof Waukesha. The animal was killed October 
6th, 1892, eight days after the operation; and at the 
site of the first union an immense enterolith was 
found. This specimen is of interest in showing, 
that while both unions were made at the same time, 
the concretion of bone had formed at the site of 
the proximal union only, while reparative adhesion 
takes place at both unions, the distal one being 
perfect; no enterolith or distention whatever. 

In the next and last specimen to which I wish 
to call your attention, there is also the results of 
two experimental operations on the same subject, 
which was a small brown dog. An oblique entero- 
rraphy, No. 25 was made October 31st, 1892, and two 
weeks later on November 14th, 1892, a cholecysto- 
enterorraphy, No. 26 was made, the gall bladder be- 
ing united tothe duodenum. Four months later on 
March 13th, 1893, this animal was killed and the 
specimens removed as you here see them; they have 
been examined frequently and the unions have stood 
the test of thorough manipulation. This I deem a 
very interesting specimen and I hope you will all 
examine it carefully. It is probably the first time 
in the annals of surgery that union of the gall blad- 
der with any part of the intestine has been medo, 
experimentally or otherwise, wherein but two knots 
were applied in the suture. 

In conclusion, I wish to ask your consideration for 
the advantages which this suture offers in compari- 
son with others: 

As to the question of speed, the only operation 
with which this method can be compared is that of 
the anastomotic union by means of plates, rings or 
buttons; the plate method as first devised by me had 
six knots to tie, which was modified by Prof. Senn, 
he reducing the number to four; even then, in the 
hands of a skillful surgeon, I think this suture would 
compare favorably as to time. 

Another point in favor of this suture, and a valu- 
able one, is its applicability or adaptability to any 
part of the intestinal canal, and in whatever form 
you choose; you are not limited to an anastomosis, 
for you can make a terminal, circular or oblique 
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enterorraphy with as great rapidity. In its use you 
are not confined to intestinal unions alone, for you 
can unite the gall-bladder or stomach with the intes- 
tine at any point. 

You are not restricted as to the length of the in- 
cision, and this being the case the suture is very 
applicable in pylorectomy, whereby you can remove 
any length of the pyloric end of the stomach, and 
unite it with the duodenum by making an incision 
in its convex surface of the desired length; or the 
pyloric end of the stomach and duodenum may be 
cut obliquely, and union then made by this suture. 

An additional great advantage which this suture 
has above all others, is that no foreign substance is 
used. While the dog will not object to bone, rawhide 
or brass, the human subject might, and the surgeon 
has always in his pocket case the material to make 
a union such as I have described. 

And last but not least, the result obtained in these 
experiments forced upon me the conclusion that 
Czerny and Lembert’s teaching that but two coats of 
the intestine should be included in any one suture 
is so far as dogs are concerned not absolutely nec- 
essary, for you will observe that I have in every 
case penetrated the mesenteric coat, gone into the 
lumen of the bowel, brought the needle out again, 
from the lumen of the bowel through all coats of the 
intestine, thereby exposing the part penetrated by 
the needle point to infection, by the drawing of the 
suture material through the bowel walls. I am sat- 
isfied that this result could not have been obtained, 
were it not that the point through which the thread 
passes is buried in the tissues and surrounded by 
contact of serous surfaces. 

That this suture is practical, and that the results 
are equally as satisfactory as any union heretofore 
advanced, has been fully shown by the specimens 
submitted for your examination. 

Dr. Oviatt, Wisconsin—The ideal suture is one which 
does away with a foreign body of any kind and we have this 
in Dr. Connell’s stitch. Another advantage it offers is that 
we always have the materials at hand—catgut and a darn- 
ing needle wil! answer the purpose. I have used Connell’s 
stitch twenty-five times on dogs with two deaths, both of 
which were due to accidental causes. I think the next 
serious criticism to be offered the use of plates and the but- 
ton is the inability to get an opening of sufficient size. I 
have done Connell’s operation in less than ten minutes. 

Dr. Herrick, Ohio—I wish to mention an interesting case 
of my own. A woman 48 years of age had evident symptoms 
of closure of the cystic duct. I performed an operation up- 
on the gall bladder by bringing it up to the incision in the 
abdominal wall and holding it firmly against the abdomi- 
nal walls to prevent the passage of bile into the abdominal 
cavity. I removed sixteen stones and washed the bladder 
out with warm water. I then found another accumulation 
in the cystic duct and removed them, closed the opening 
into the duct and closed together the openings in the blad- 
der and in the abdominal wall. I secured immediate com- 
plete union and the patient was fully recovered in two 
weeks. 

Dr. Murreny—lI wish to thank the gentlemen for the in- 
terest they have taken in my subject. I wish to say a few 
words in regard to the foreign body element. The suture 
has been used an enormous length of time in all ways. I 
have not yet tried Connell’s suture but am favorably im- 
pressed with it. It has been found that in the vast experi- 
ence of the past the use of the suture method has resulted 
in a mortality of 47 per cent., while with foreign bodies the 


death rate is 24 per cent. I don’t care what it is, the ap- 
proximation that will give that kind of a result is what we 
want, 

E. W. AnpreEws, Chicago—I should like to ask Dr. Connell 
if this lateral anastomosis is preferred by him to the end 
to end anastomosis. 

Dr. Connett—In reply to Dr. Andrews I will say that I 
don’t think this is the best, but it is the easiest to make. 
The other is nearest the ideal when the corners are satisfac- 
torily turned in and the knot buried. 

THE MURPHY BUTTON, 


Dr. J.B. Murphy of Chicago, made a demonstra- 
tion on a dog, of the method of making intestinal 
anastomosis by the use of the “button” bearing his 
name, after which he made a brief explanation of 
his method. 

Dr. H. O. WALKER, Michigan—I wish to speak particularly 
of Dr. Murphy’s button, having used it three times on the 
human subject. The first case was a case of cholecysto- 
enterostomy. The conditions at the time of the operation 
were very unfavorable, and the patient died the following 
morning. It required fifteen minutes to perform the ope- 
ration. My next case was that of a woman 88 years old 
who was brought to me on the 26th of last December. She 
was suffering from a fecal fistula in the right iliac region 
and was greatly emaciated. Her suffering was so intense 
that morphine had to be used liberally. Three attempts had 
been previously made to close the fistula. I made the incis- 
ion, found the adhesions and completed the operation in 
seven minutes, The button was never seen again, probably 
on account of the negligence of the nurse, but the woman 
made a good recovery. The next one was a bad case of 
strangulated hernia which had gone unrecognized seven 
days when it was brought to me,and at that time general 
peritonitis existed. I did the operation this time in six min- 
utes, and in operations on the dog have done it in four 
minutes. One elementin particular claimed for the button 
by Dr. Murphy should be well considered, that is the short 
duration of time required when it is used. 

Dr. Rutu, lowa—I have for some time been considerably 
interested in intestinal work, and when Dr. Murphy’s button 
first came out, I thought simply that it was another appli- 
ance to be tried, but upon second consideration of its claims 
I fell in love with the thing. I performed my first experi- 
ment on the 10th of last January and have done many since 
then, and in no case has there ever developed a fistula, and 
in no case did the dog die as an immediate result. One 
point about the button which I wish to especially recom- 
mend, is the fact that no foreign substance is left perma- 
nently in the abdominal cavity. To the question, will the 
button pass out, I can say that it will. But even if we have 
to make a secondary laparotomy occasionally to recover a 
retained button, it nevertheless has sufficient reecommenda- 
tions. 


REPORT OF A CASE OF SUCCESSFUL END- 
TO-END SUTURING OF INTESTINE. 


Read in the Section of Surgery and Anatomy, at the Forty fourth 
Annual Meeting of the American Medical Association. 


BY ERNEST T. TAPPEY, M.D. 
DETROIT, MICH. 

There is a decided division of opinion among sur- 
geons on the subject of the methods employed in 
uniting different portions of intestine. Some are 
eager to try, if not to adopt, each new device in the 
way of plate, ring or button, as it makes its appear- 
ance; and others either cling to the older method of 
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the newer methods. The latest device as far as I am 
aware, is the Murphy button. This, like all others 
of theclass, labors under the disadvantage of remain- 
ing for some days as a foreign body of considerable 
size in the intestine, and at the same time possesses 
the undoubted advantage of rendering the operation 
of union much shorter than the older method of 
suturing. 

Abbé has found that the older plates and rings 
that necessitate only a slit in the side of the intes- 
tine in the performance of an anastomosis, are defec- 
tive in their later results. The opening contracts 
one-half to two-thirds and as the original opening is 
one inch and a half, it gradually becomes only three- 
quarters of an inch or half an inch. Abbé there- 
fore has given up using his catgut rings and other 
contrivances of this kind, and depends upon the 
suture entirely, making the opening four inches 
long. This he considers a very important feature of 
the operation. (Med. Record, April 2, 1892.) 

It is to add to the literature of the subject of 
suturing that I report the following case: Here the 
wound was one of the small intestine and I pre- 
ferred to depend upon the suture rather than upon 
the Murphy button, though I was tempted to use the 
latter and was dissuaded only by the thought of the 


button in the intestinal canal after the operation. 


should have been completed. 

Alex. MeDonald,a man about 40 years of age, 
remained in Port Huron, Mich.,on his way home 
and while there March 19, 1898, a left inguinal her- 
nia became strangulated. He was allowed to remain 
in this condition five days. Then a surgeon cut 
down to liberate the gut, but found a knuckle gan- 
grenous. The wound was not closed but the intes- 
tine was sewed to the skin and the patient was then 
-sent to Harper Hospital in Detroit, where he came 
under my care. I found the whole sac black and 
gangrenous, and gangrenous tissue about the open 
ing in the intestine, the contents of the bowel dis- 
charging through the wound entirely and none 
through the anus. The sac was amputated at once. 


I then waited a week until all necrosed tissue had. 


sloughed away and healthy granulations covered the 
wound surfaces. April 4, chloroform was adminis- 
tered and I proceeded to repair the intestine, with 
the kind assistance of Drs. McGraw and Walker. 
The adhesions were broken up, about two inches of 
the gut excised, a V-shaped piece of the mesentery 
removed and the cut surfaces then brought together 
with silk sutures—first the mesentery then the 
mucous membrane and finally the peritoneal coat of 
the intestine; here two rows of continuous Lembert 
sutures were applied. The external wound was left 
open and packed with iodoform gauze. The patient 
took chloroform very badly; the action of the heart 
was so weak that chloroform was withheld and nitro- 
glycerin was administered hypodermatically. The 
latter part of the operation was performed while the 
patient was conscious. There was comparatively 
little sensation, the patient lying still and not com- 
plaining while the sutures were being placed in the 
peritoneal coat. This was of considerable interest 
to me, for I had seen a short time before, a discus- 
sion in the London Lancet as to the sensitiveness of 
the peritoneum, Lawson Tait and others maintain- 
ing that it is extremely sensitive, and still others 
maintaining exactly the contrary. 
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of temperature above 100. Ten days after the repair 
of the bowel I curetted the external granulating 
wound, pared the edges of the skin and sutured 
them together. This was done without an anes- 
thetic. There was union by primary intention 
except one-half inch at the lower angle. Patient 
was kept on fluid food for three weeks. He left the 
hospital at the end of five weeks. 


DISCUSSION, 

Dr. Murpny of Chicago.—I have used the suture repeat- 
edly and it has many advantages, but it has the disadvan- 
tage as to time required and as to leaving stitch holes 
behind inviting infection and if suppuration results from 
any method that method is not a success. The element of 
contraction always pertains to lateral approximations and 
in a lesser degree always to circular ones. If it is wished 
to make a lateral approximation, anywhere that this can 
be done an end to end approximation may be done, and 
where it can be made end to end the button can be used. 
The foreign body element has been brought up repeatedly 
in the consideration of the button and this is the very least 
thing that concerns it; if this is the strongest opposition it 
is to meet we welcome it because we feel positive that that 
objection amounts to nothing. I could conceive of a path- 
ological condition which would prevent the free passage of 
the button but I hope that none of us will get the button 
,into an intestine which is diseased from end to end. The 
element of time is an exceedingly important one and with 
the button an approximation can be made in the very 
shortest possible time. Recently in an operation for 
removal of a dermoid cyst, 1 began the incision at 11:34 
o'clock, the cyst was removed at 11:39, it took until 11:43 to 
locate the intestinal obstruction and at 11:48% the resec- 
tion and placing of the button was complete; the external 
wound was closed at 11:58, the whole operation having 
lasted nineteen minutes. 
| Dr. Jevks of Arkansas.—I should like to ask Dr. Murphy 
| if the use of the button is applicable to gunshot wounds of 
the abdomen. 
| Dr.Murpuy.—It is a peculiar fact that in bullet wounds of 
the abdomen the perforations of the intestines are as a rule 
in close proximity so that ordinarily you can take out a 
single section one to three feet in length and the ends then 
buttoned together. It is known that a section of intestine 
three feet long can be taken from a dog and that animal 
survive,and it is believed that the same could be done with 
the human subject. It has already been demonstrated by 
Dr. Andrews that fifteen inches can be removed. 

Dr. Gaston of Georgia.—This is an appropriate occasion 
to bring to the attention of the members of this Section an 
operation done in 1859 where I had occasion to reunite an 
intestine from which thirty inches had been removed in the 
case of a man who had attempted to commit suicide. We 
removed three pieces of gut each over ten inches long. 
This was when Simm’s silver wire suture was first coming 
into use and we effected with wire as nearly an absolute 
end to end union as possible. Seven interrupted sutures 
were put into the circumference of the gut. We found that 
the ends adjusted themselves to each other accurately by 
the contraction of the circular fibers of the intestine. The 
man was kept under the influence of opium after the ope- 
ration, five grains being given every three hours for forty- 
eight hours. The final result was favorable and in less than 
a month the man was up and going about his business. I 
had the dejecta watched for several weeks but no signs of 
the sutures were found. Some years after the man died 


END-TO-END SUTURING OF INTESTINE. 
suturing or go back to it after having had atrial of! The recovery was not interrupted by any compli- 
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from other causes and on post-mortem we found that the 
sutures had entirely disappeared, and there were no signs 
present of any operation having been done on the intestines. 

Dr. Verrry of Chicago.—This button of Dr. Murphy’s is a 
good thing and its application a good one. If it should get 
dammed up in a constriction of the intestine another but- 
ton can be put in to help it out. 

Dr. Tarpry of Michigan.—I feel that the Murphy button 
is of wonderful utility and I will be glad to use it in some 
cases. I would like to ask Dr. Murphy if he will say any- 
thing on the subject of the sensitiveness of the peritoneum. 

Dr. Murpny.—I could say nothing from my own experi- 
ence as I have never operated on the peritoneum when an 
anesthetic was not used. 

Dr. Bourrier of Chicago—The element which Dr. Tap- 
pey has brought out is the keynote to the situation—that 
is the element of time. I have made a few resections and 
even where you can get the intestine out it takes time. I 
don’t believe a double row of stitches can be done properly 
in less than twenty minutes. In two cases it took me 
twenty minutes; one died because he was wounded a few 
hours previous and I lost time, and also lost the effect of 
handling the intestines as little as possible. Persistent 
handling of the peritoneum lessens its vitality and greatly 
increases the danger of infection. In consideration of that 
item, we should have some means of doing the operation in 
less than twenty minutes. 

Another point—surgeons operating in this locality fre- 
quently forget their anatomy and fail to recall the manner 
of the attachment of the mesentery, therefore manipulat- 
ing the intestines from one end to another. This would be 
entirely unnecessary if they would remember the obliquity 
of the attachment of the mesentery to the posterior abdom- 
inal wall. Every point that shortens the time of the manip- 
ulating of the intestines increases the recoveries. The 
Murphy button does this. I should not be very much 
afraid of its causing an obstruction, but would feel very 
comfortable that it had saved to the patient a fifteen min- 
utes’ manipulation of his intestines. 


THREE CASES OF ACUTE INTESTINAL OB- 
STRUCTION TREATED BY ABDOMINAL 
SECTION. 


1. Intussusseption—2. Volvulus of Sigmoid—3. Strangu- 
lation by Meckel’s Diverticulum. 
BY A.J. OCHSNER, B.S., F. R. M.S 
CHICAGO, ILL. 

In reporting these cases of acute intestinal obstruc- 
tion, due to mechanical causes, ] am aware that so 
small a number of cases cannot have any definite 
influence upon the plans of treatment which have 
been discussed with so much vigor in the medical 
societies in all parts of the world, especially since 
the general introduction of antiseptic surgery has 
made surgical treatment, theoretically at least, very 
attractive. 

The fact that individualization is of especial im- 
portance in cases of intestinal obstruction makes 
each additional observation of some value. 

I need not detain you by discussing the general 
subject of intestinal obstruction. This has been 
done so thoroughly by men of great experience in 
almost every civilized country, and especially well by 
our own Professor Senn, that I can certainly not im- 
prove upon it. J will consequently at once proceed 
to consider the cases which I have treated: 


. 


Case 1—December 15, 1892, I was called to see Edwin N., 
a bright, healthy child, 3 years of age, at 741 N. Clark St. 
His physician, Dr.O. N. Huff, gave me the following history: 
A week ago the child fell a distance of a foot or two, and 


complained of a little pain in the region of the cecum for ~ ; 


a few moments, but almost immediately resumed his play. 
From that time he repeatedly had small twinges of pain in 
the same region but not severe enough to cause any anxiety 
on the part of his parents. Within the last six hours he 
began to suffer severely from pains in the abdomen and to 
complain of nausea. 

The pain was very severe and spasmodic, and during the 
attacks the abdominal walls were tense and a hard sausage- 
like mass could be felt and seen to the right of and a little 
below the umbilicus. A rectal examination gave a nega- 
tive result. The child had a constant inclination to evac- 
uate the bowels, but the attempts remained fruitless, 
exeept there was a small amount of mucus passed once or 
twice. 

Dr. Huff and Dr. R. G. Bogue, who had already examined 
the case, made the diagnosis of intussusseption, which I 
readily confirmed. Il immediately proceeded to perform an 
abdominal section. After the patient was anesthetized, 
the abdomen was washed and shaved, then washed again 
with soap and water and with strong alcohol. An incision 
four inches long was made in the median line below the 
umbilicus. The transverse colon was brought out of the 
wound and was found to contain an invagination of six to 
eight inches each of the ascending colon and the ileum. 
There were no adhesions and the serous surfaces were not 
inflamed; nevertheless it required a considerable amount 
of force applied alternately by pressure from below and by 
traction from above to reduce the intussusseption. The 
vermiform appendix, which was five inches in length and | 
almost without any mesentery, had formed a loop around 
the ileum at its point of entrance intothe cecum. I ligated 
the appendix at its origin, disinfected the stump with 
strong carbolic acid, inverted it into the lumen of the 
cecum and covered it with a fold of the peritoneum from 
either side, by means of a few fine silk stitches threaded in 
ordinary cambric needles. The peritoneal cavity was then 
closed with silk stitches grasping all the layers of tissue of 
the abdominal wall. 

A sufficient amount of morphia was administered during 
the first four days to control pain and to lessen peristalsis ; 
on the fifth day a small glycerin and warm water enema 
was given which effected a slight evacuation of the bowels. 
A daily evacuation was obtained in the same manner after 
this for the first two weeks. The stitches were removed on 
the ninth day. The wound healed primarily throughout, 
Rubber adhesive straps were used to support the abdominal 
scar for six weeks after the operation. : 

There was scarcely any deviation from normal in. pulse 
and temperature after the operation, and the child showed 
almost no shock. He was permitted to sit up three weeks 
after the operation and to walk about a week later. His 
diet consisted of milk and broth for four weeks, and of very 
simple and easily digested food for two months more. 

The child is in perfect health at the present time, 
six months after the operation. 

In this case it is probable that at the time of the 
original fall the vermiform appendix was thrown 
around the ileum, causing a slight constriction, and 
that this in turn gave rise to the intussusseption ; 
consequently the removal of the appendix would be 
likely to prevent a recurrence. This peculiarity in 
this case seems to me to be of especial interest. 

It was deemed wiser not to attempt to reduce the 
intussusseption by means of large enemata, because 
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we could not be certain as to the condition of the 
intestine nor the anatomical cause, which evidently 
must have been connected with the fall. Moreover, 
the intestine has been ruptured upon applying as 
low as five feetof hydrostatic pressure’ and it seemed 
apparent to all who examined the case that it would 
require much more force to reduce the intussussep- 
tion with the conditions present; for the same rea- 
son insufflation with air was omitted. The condi- 
tions we found upon opening the abdomen fully con- 
firmed our previous conclusions. 


Case 2.—Isaac Libin, a German laborer 32 years of age, 
who had formerly always enjoyed good health, came under 
my care January 29, 1893, giving the following history: 
Five days before, while walking in the dark, he stumbled 
and fell into a ditch two or three feet deep. He experi- 
enced a slight amount of pain in the left inguinal region 
but paid no attention to it. Two days later he began to 
suffer throughout the abdomen, the pain becoming very 
severe about twelve hours before I saw him. The patient’s 
abdomen had become tympanitic and he had suffered from 
nausea. There had been noevacuation of the bowels for five 
days and no passage of gas. The patient had the appearance 
of a strong healthy man suffering from a very severe acute 
disease, giving him an anxious look. 

There was a globular enlargement in the lower part of 
the abdomen, a little to the left of the median line. The 
patient suffered severe colicky pains and requested that 
something be done at once. Cathartics and enemata had 
been administered for two days with great persistence but 
without effect. 

My diagnosis in this case was volvulus, probably of the 
sigmoid. Two hours, and one hour, previous to my seeing 
the patient, my assistant had given him hypodermic injec- 
tions of morphia, one-fourth of a grain each time to control 
the pain. 

The skin covering the abdomen was at once cleansed, dis- 
infected and shaved. 

An incision was made in the median line, at first three 
inches long and enlarged to twelve inches after the prelim- 
inary examination. A volvulus of the sigmoid flexure was 
easily discovered. The intestines above this volvulus, both 
large and small, were considerably distended, but the por- 
tion of the colon composing the volvulus which was appar- 
ently two feet in length, was enormously distended having 
the appearance of an inflated stomach, its diameter being 
nearly twelve inches. It was impossible to reduce this vol- 
vulus within the abdominal cavity ; it was therefore permit- 
ted to protrude through the incision, when it was reduced by 
making a half turn. It was again impossible to return the 
largely dilated intestine into the abdominal cavity ; conse- 
quently an assistant carefully dilated the sphincter-ani 
muscles and introduced a large soft rubber tube, similar to 
a stomach tube,into the rectum and up into the dilated 
colon. This permitted the gas to escape, which at once 
reduced the size of the intestine sufficiently to allow its 
replacement in the abdominal cavity. The intestines had 
in the meantime been protected by the use of towels wrung 
out of warm sterilized water. 

The abdominal wound was closed with silk sutures grasp- 
ing all the layers of tissue of the abdominal walls. The 
rubber tube was left in place in order to secure the contin- 
ued escape of gas. The operation was completed in fifty 
minutes. 

No food was administered for forty-eight hours; at the 
end of this time the patient was given small quantities of 
milk and lime water every two hours. The temperature 
rose to 101,4 F. during the first twenty-four hours after the 
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operation. The pulse never exceeded 116 beats per minute. 
After the second day the temperature remained normal, 
and the pulse varied from sixty to ninety beats per minute. 
After the fifth day the bowels moved daily under the use 
of enemata. The patient was limited to liquid diet and was 
advised to be careful about his food for several months 
after leaving the hospital. The wound healed primarily 
and the patient was discharged from the hospital in an 
excellent condition March 1, 1898, just thirty days after the 
operation. 

This case illustrates the principle laid down sev- 
eral years ago* by von Wahl, and explained experi- 
mentally by his assistant,’ that the presence of an 
abdominal dilatation and fixation, of an intestine, 
perceptible by inspection or palpation, indicates the 
presence of strangulation. It is plain that relief can 
be obtained only by means of an operation in pa- 
tients suffering from a strangulated intestine. It is 
claimed that in very rare cases the patient has been 
relieved by the formation of adhesions followed by 
ulceration, causing an anastomosis; but this seems 
so unlikely to occur that the surgeon can not hope 
for such an issue in any given case. In this case 
peritonitis had not occurred from the introduction 
of microorganisms ‘into the peritoneal cavity through 
the walls of the intestine; a serious condition which 
would undoubtedly have followed had the operation 
been postponed for several hours. 

The advantage derived from stretching the sphinc- 
ter-ani muscle and the introduction of the rubber 
tube into the enormously distended colon in this case 
should not be under-estimated. It not only enabled 
me to replace the intestine with greater ease and less 
strain upon the patient, but it prevented the further 
accumulation of gas in the colon after the operation. 

The contractile power of the circular muscles of 
the colon had been much lessened by the over dis- 
tention; notwithstanding this, gas passed freely 
through and along the sides of the rubber tube 
which was left in place for four days, being moved 
slightly several times a day to prevent harm from 
pressure. 

When emptied of gas and replaced, it did not seem 
necessary to fix the sigmoid to prevent a recurrence, 
because the intestine maintained its position with- 
out any support. In this case this could not have 
been improved by forming folds of meso-colon par- 
allel with the gut® as this would have caused a 
bunch-like arrangement which in turn might have in- 
terfered with the fecal circulation. Suturing the 
meso-colon to the parietal peritoneum ° or stitching 
the colon itself in the same way with a few sutures ' 
was contra indicated by the condition of the intes- 
tine resulting from the enormous dilatation. It 
seemed to me that the least possible amount of dis- 
turbance of the intestine or its mesentery would be 
of especial importance in preserving the organ. 

No further attempts at irrigation or insufflation 
were made before proceeding to operate, because this 
method appears to be of very doubtful value, except 
very early in the treatment of volvulus, for the rea- 
son that one cannot determine the power of resist- 
ance of the diseased intestinal wall. 

Notwithstanding the fact that it has been demon- 
strated upon the cadaver long ago* that volvulus can 
be reduced by insufflation of air, the conditions are 
so different that experiments on the cadaver are of 
very little value. 

The use of massage '’ seems too dangerous and too 
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little promising to be considered under the condi- 
tion in which I found the patient. Moreover, large 
enemata had been employed patiently and _ persist- 
ently before the patient came under my care. 


Case 3.—In the night of Febuary 27th, 1893, a neighboring 
physician requested me to see Mr. Daniel B. of 326 Mohawk 
St.,in consultation with him. The patient was 81 years old ; 
had always been well and was at the time in fair general 
condition, with the exception of showing symptoms of acute 
shock. 

Four days previously he had suddenly experienced a severe 
abdominal pain at a point a little above and to the right of 
the umbilicus. The severity and the location of the pain 
suggested biliary colic to the attending physician, An an- 
odyne was prescribed and the pain disappeared. The pa- 
tient remained quiet and suffered but slightly during the 
following two days, but on the next day the pain became 
more severe, and during the day of my visit had increased 
in violence notwithstanding the useof morphia. The pa- 
tient had been nauseated all day,and had vomited repeat- 
edly for six hours. During the past two hours he had vom- 
ited sturceraceous matter. 

I found the abdomen distended uniformly, and there was 
no point of dullness upon percussion. The patient was per- 
fectly rational; his temperature was 99° F.. his pulse, 120 
beats a minute. 

The diagnosis of intestinal obstruction in the region of 
the small intestine was made, but there was nothing in the 
history or the conditions present to suggest an anatomical 
diagnosis. 

Preparation for laparatomy were made at once because 
the shock had increased very markedly during the last two 
hours. The patient did not take ether or chloroform kindly ; 
his pulse increased and his breathing was very irregular; 
the abdominal muscles did not relax at any time during 
the operation. An incision six inches in length was made 
in the median line, extending downwards from alittle above 
the umbilicus. A reddish fluid similar to that contained in 
a hernial sac of an old strangulation, escaped upon opening 
the peritoneal cavity. The intestines were severely dis- 
tended, and several loops showed marked congestion and 
roughness of the peritoneal covering. 

Introducing the hand intothe peritoneal cavity I at once 
found a hard mass in the left iliac region. Opening the 
wound over this point by means of blunt retractors, I found 
a loop of small intestine about one foot in length, which 
had slipped through beneath a Meckel’s diverticulum, orig- 
inating from a fold of the ileum, and being attached by its 
apex composed of a fibrous band, to the mesentery. The 
adhesions were very firm, and had evidently existed for 
years. It was impossible to reduce the intestine which had 
become strangulated, consequently I ligated the adhesions 
double with strong fine silk, and cut between the two liga- 
tures. 

On account of the patient’s age and his depressed condi- 
tion I did not deem it wise to prolong the operation by 
removing the diverticulum. The loop of intestine did not 
appear sufficiently injured to demand a resection; I there- 
fore completed the operation by sponging out the abdomi- 
nal cavity and closing it in the usual way. 

The operation was completed at one o’clock in the morn- 
ing, having occupied forty minutes. The patient died thir- 
teen hours after the operation without recovering from the 
shock; although he was rational tothe end. He had several 
eva tions‘of the bowels through the day, but the vomit- 
ing continued. This might possibly have been avoided, had 
the patient’s stomach been emptied and irrigated through 
a stomach tube previous to the operation. This should 


never be neglected if the patient has vomited freely; and 
particularly if there has been vomiting of sturceraceous 
matter. 

It is likely that the loop of intestine slipped 
through the opening on the first day, but that it did 
not become strangulated until about twenty-four 
hours before the operation, the cause being an in- 
crease in the edema of the band and the intestine. In 
a younger patient the prognosis would have been very 
much better. 

It is questionable whether an earlier diagnosis 
might not have been possible. It was, of course, ob- 
structed by the fact that the pain was referred to the 
region of the gall bladder at first, and the cessation 
of pain after the use of morphia. The absolute ob- 
struction to the passage of feces and of gas might 
have sufficed in completing the diagnosis. It is pos- 
sible that careful auscultation" might have deter- 
mined the seat of obstruction. 

There was no congenital deformity” in any other 
part of the patient’s body, which occasionally makes 
it possible to form a probable diagnosis of obstruc- 
tion due to a Meckel’s diverticulum. Besides the 
classical signs and symptoms of acute intestinal ob- 
struction viz: (complete constipation; vomiting, 
first the contents of the stomach, then bile, then in- 
testinal contents; if the obstruction was high, or if 
peritonitis had occurred; periodical pains; local- 
ized tympanitis early, general tympanitis later; vio- 
lent peristalsis above the seat of obstruction); I 
noticed in each of these cases an absolute abhorrence 
of any form of food, and a constant desire for water. 

The important points regarding this subject, seem 
to lie in securing as accurate a history as possible . 
regarding previous sickness and especially previous 
attacks of a similar character; also the habitual 
condition of the patient’s bowels. The history ofan 
injury or of an over exertion is important. The 
apertures at which herni occur should be carefully 
examined and also a rectal examination should be 
made. The abdomen must be inspected for the ree- 
ognition of violent peristalsis, which may determine 
the point of obstruction because peristalsis is en- 
tirely ahove that point. Irregularities in contour 
should be observed. The abdomen should be palpa- 
ted in order to determine the presence of any point 
of resistance. Auscultation should be practiced pa- 
tiently because there is no peristaltic murmur at the 
point of obstruction. 

The abdomen should be percussed because a me- 
tallic sound can sometimes be elicited from a point 
above the obstruction, and a tympanitic sound over 
the strangulated intestine. 

If a loop of intestine is strangulated, the patient 
has the general appearance so familiar to us in strang- 
ulated hernia. If the abdominal walls are tense, in- 
fection of the peritoneum has already occurred. 

As soon as the diagnosis has been made these pa- 
tients should be operated upon, first having tried 
carefully the use of injections, insufflation and mas- 
sage to a safe extent, and that only at an early stage 
of the disease. Strangulation is sure to follow, 
which will permit the transmission of microérgan- 
isms into the peritoneal cavity. The intestine will 
become paralyzed by over distention and some por- 
tions may become gangrenous. 

It is well to operate during the first twenty-four 
hours “ after the occurrence of an acute intestinal 
obstruction. 
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Dr. Henry O. Marcy, Boston—I wish to put em ied 
on the matter of washing out the stomach prior to operation. 
I have lost two patients on account of the severe vomiting ; 
there isa constant pouring out of liquids embarrassing respir- 
ation ; it is astonishing how much fluid is poured out of the 
stomach, and I am glad the writer gave prominence to this 
practice of preliminary washing out. 

Dr. Davis, of Birmingham Ala.—Washing out of the stom. 
ach is perhaps too much emphasized. If it is done there is 
again filling in a short time,and we find that not as much re- 
lief has been afforded as we had expected. I regard obstruc- 
tion of the bowels as not so frequent an occurrence as we 
have been led to believe by the teachings of the older auth- 
ors. I believe many of them are cases of peritonitis, al- 
though I have no intention of questioning the diagnosis re- 
ported by the authors. It is my experience in operating on 
many so called cases of obstruction that the majority of 
them are cases of peritonitis due to appendicitis. Obstruc- 
tions from mechanical causes are, I think, rare. 


1 Dr. J. D. Mortimer, Lancet, May 23, 1891. 
2¥. Wahl, Centralblatt fur No. 9. 
Sone’ s Archiv. fur Klinische Chirurgie, 
3 B. Kader, Langenbeck’s Archiv. Klinische Vol. 42. 
5 Senn, Medical News, 1889, and Intestinal Surgery, p. ! 
6 Roser, Centralblatt fur C hirurgie 1883, No. 43. 
Chirurgie, 
fur Klinische Chirurgie, Vol. 43. 
8 Frederick Treves, British Medieal Journal, Aug. 29, we 
9 J. Heiberg, Virchow’s Archiv. fur Pathol. Anat. Vol. 54, 18 
10 Johnathan Hutchinson, Archives of Surgery, London. Vol 1, 1889. 
11 L, Rehn, Langenbeck’ 8 a: fur Klinische Chirurgie, Vol. 45. 
12 Oderfeld, Lancet, Jan. ¢ 
13 Obalinski, Archiy. fur ‘Kiinteche Chirurgie, Vol. 38. 
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THE RELATIVE MERITS OF THE PRESENT 
METHODS OF TREATING PYELO- 
NEPHRITIS. 


Read ee the Section on Surgery and Anatomy at the Forty-fourth 
nu®l Meeting of the American Medical Association. 
BY JOSEPH PRICE, M.D. 
THE PRESTON RETREAT, PHILADELPHIA, PA, 

The old application of “surgical kidney” to the 
affection I have taken as the theme of this paper is 
certainly one which in the light of its former fatal- 
ity could not have been better chosen by the critics 
of surgical efficiency to proclaim their jest satirical 
upon a disease whose only termination was death. 

It was a veritable lucus a non lucendo. Surgical 
kidney, as the title took its origin, came to he so 
designated from its frequent genesis from dirty 
sounds and careless irrigation of the bladder, and 
from this standpoint was certainly an opprobrium of 
surgery in another sense. Coming from. strictly 
pathological causes within the economy, it could not 
always be attribufed to faults of the surgeon, and it 
is the treatment of these lesions to which the sur- 
gery of the present day only should perforce be di- 
rected. No modern surgeon, deserving the name, 
should ever endanger the life of any patient by an 
approach to the dirty practices in the dawn of surgery. 
With the pathology of the affection I shall deal but 
briefly, asking you to remember that suppurative 
nephritis at times occurs without preceding implica- 
tion of the ureter or pelvis of the kidney. 

‘If, however, this is the case, it is easily understood 
how, unless careful attention be paid to the general 
symptomatology, the real nature of the disease may 
be overlooked, since the urine passed through the 
catheter from the pelvis of the kidney is acid 
and without odor of decomposition. The mul- 
tiform nature of the causes of this affection puts it 
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in the list of to the 
general practitioner, and makes it necessary for him 
to hold constantly in mind the surgical nature of the 
affection, as treated by modern surgical methods. 
Many a fatal case of this disease is so only by neg- 
lect of this fact. 

Incision and drainage of the kidney in the early 
stages of suppurative disease are not more danger- 
ous than incision and drainage anywhere else in the 
economy, and it is only delay that makes the opera- 
tion more extensive, and therefore, more dangerous, 
both on account of the suppurative process per se, 
and on account of the constantly increasing danger 
of the final total loss of the entire organ. 

The disease is to be differentiated from simple dis- 
ease of the bladder, from acute Bright’s, pyemia and 
the like. It will be necessary for the surgeon and 
physician to hold in mind the affections where this 
condition may obtain coincidently, and the differen- 
tiation then is made generally by exclusion, though 
it not rarely happens that the disease is found under 
conditions that render its presence very obscure. 
The microscopic examination of the urine is never 
to be neglected, and the conditions of this taken to- 
gether with the history and general symptomatology, 
is likely to be sufficient to establish the diagnosis. 

Aspiration of the kidney is not to be lightly con- 
sidered. It is something on the order of aspiration 
in appendicitis. The field is great and the question 
of exactly reaching a point that will decide the mat- 
ter, is one of doubt. At any rate, if puncture is made 
and any other fluid than blood escape, incision is at 
once to be insisted upon, for the reason that any es- 
cape of an irritating nature, either into the peritoneum 
or perineal structures, is fraught with danger. 

The anatomical dangers apart from those indi- 
cated, are puncture of the intestine, which is gener- 
ally in front and adherent to the tumor, and punc- 
ture of important blood vessels if the trocar is too 
long. The liver may also be wounded, and puncture 
near the ribs is to be avoided in order not to wound 
the pleura. 

When the diagnosis of pus in the kidney is estab- 
lished, operation is as much indicated for abscess 
here, as for its opening elsewhere. It is to be urged 
in every case by every surgeon having the light of 
the present understanding of the nature of the dis- 
ease, and comprehending the results of surgical in- 
terference. The nature of the operation selected 
should be that which will best insure the ultimate 
safety of the patient with the least risk. In a large 
pus sac where the whole kidney is involved, the con- 
dition of affairs is extreme, and the operation that 
will give present relief is the one generally to be 
chosen. Cases will get well with incision and drain- 
age, that cannot possibly stand the shock of pro- 
longed surgical operation. But another class of 
cases will present themselves—those in which 
the suppurative process has advanced to a less de- 
gree. Here the question of choice will in the minds 
of many be an open one. 

Let us see what are the operations suggested: 
Complete extirpation, and simple nephrotomy, with 
drainage. Where complete extirpation is to be 
considered, the condition of the patient is never to 
be lost sight of. If the kidney can in any way be 
preserved, no matter if only a small portion of its 
whole is intact, it is by all means to be urged that 
this be done. This is especially to be remembered 
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in the occasional presence of a horse shoe kidney, 
whose removal will most surely be followed by death 
from uremia. Primary extirpation of the kidney is 
never a simple matter. In the first place the adhe- 
sions are vast, often dense and multiform, and the 
patient is in little condition to stand the shock of 
operation. 

Now, if the sac be evacuated and drained, there is 
a distinct gain to the patient in several ways. First, 
the pus is gotten rid of, and second, there is a 
shrinkage of the tumerous mass, with a retraction 
of the adhesions. Again, constitutionally, there is 
prompt improvement, and secondary operation if 
necessary is better stood. The operation by reason 
of the prolonged anesthesia is dangerous to the re- 
maining kidney, and hence the salvage of the re- 
maining organ should not be unnecessarily risked 
when nothing is gained and much is to be lost, sub- 
jectively and objectively. 

In the surgery of the kidney as in that of every 
other organ, the greatest simplicity should be sought. 
Simple nephrotomy in the presence of stone in the 
kidney, is not to be feared under ordinary circum- 
stances, and so any other interference in which the 
adjacent structures are not involved is evidently of 
less risk than operations in which both ligation 
and eventration is required. 

Surgical shock, of itself of the greatest importance 
here, owing to the generally bad condition of the pa- 
tient, is enhanced by shock from hemorrhage, usu- 
ally very great in large tumors of the kidney. In 
the weakened circulation and loss of power of resist- 
ance, heart clot from embolus is more apt to occur 
if the extreme operation is insisted upon in the 
weakened state of the patient. Heart clot it is to 
be remembered, is one of the urgent dangers in the 
removal of the kidney, and its complete ablation in 
greatly exhausted conditions is to be deprecated. 
Ideal surgery is not here logical, unless it be con- 
ceded that that surgery only is ideal which preserves 
life, as I have so often insisted. 

The general logic then of the operation, as I have 
here endeavored to state it,is a constant effort to sim- 
plify every condition necessary both for success and 
the patient’s safety. Primary drainage and packing, 
with subsequent removal if necessary, seems best to 
fulfill these indications. In order more vividly to 
impress the force of this argument let us look at the 
statistics of the mortality in kidney operations. Of 
seventy-two cases thirty-two recovered. The chief 
causes of death were collapse, five; peritonitis, four; 
peritonitis, complicated, three; exhaustion, three; 
hemorrhage, two; anuria, three; carbolic acid poi- 
soning, one.—2d ed. Times, 1883. 

Of 100 cases of nephrectomy collected by Prof. R. 
P. Harris, the causes of death were as follows: 

Peritonitis, eight; septic peritonitis, four; py- 
emia, two; septicemia, one; hemorrhage, three; 
secondary hemorrhage, one; uremia, six; pulmo- 
nary embolus, two; shock, seven; collapse, four; ex- 
haustion, two; excessive vomiting, two; not stated, 
three. 

Analyzing the causes of death we find that the fac- 
tors of shock, hemorrhage, embolus, collapse, and 
vomiting enter largely into the mortality. These, it 
will be seen are all consequences of total ablation in 
the presence of serious general and constitutional 
trouble. If now we add to these the cases of peri- 
tonitis amounting in all to nineteen cases in 172, we 


have by this factor alone a showing of nearly an in- 
crease of 11 per cent. over what might be ex- 
pected, aside from other causes in cases in which the 
peritoneum is not interfered with. The cases of 
hemorrhage amount to eight, being a mortality of 
about 5 per cent. again from causes avoidable in 
the extraperitoneal operation. The same logic is ap- 
plicable to the cases of shock and exhaustion, which 
alone amount to sixteen, nearly 10 per cent. of all 
the mortality. 

I have not cited cases in the body of the paper, 
reserving these for illustration and discussion. 


WEST AFRICAN NATIVE FOODS. 
BY ROBERT HAMILL NASSAN, M.D., D.D. 


GABOON, AFRICA, 


The vegetable foods of the natives of western 
equatorial Africa are various, but their principal 
carbohydrates, their two staves of life, so to speak, 
are the tuber of the cassava or manioc, (Jatiopha 
manihot) and the fruit of the plantain (Musa sapien- 
tum). 

They grow also maize, yams, sweet potato, arum, 
gourds, squash, pumpkin, okra, beans, tomato, 
ground-nuts, eschalots, cayenne pepper. 

Their agriculture in that part of Africa requires 
no general upturning of the soil. A spot having 
been selected in the forest adjacent to the village, 
the women first go through with long knives or 
matchets, and cut down all the underbrush and sap- 
lings. Then the men follow, felling the trees. These 
with their branches and dense foliage interlocked by 
a super-abundance of vines and lianos, impenetra- 
bly cover the acres of the chosen space and lie dying 
for some two weeks. This is done during that sea- 
son that is without rain; so that, when on a chosen 
day, the dying mass is fired the billow of flame from 
twigs and smaller branches sweeping over the fallen 
trees, burns up all except the tree trunks and larger 
branches. The wood-ash is recognized as an aid to 
fertility, though its action is not at all understood. 

Women then, with a small tool somewhat like a 
small trowel, hollow out holes at distances irregu- 
ularly, of some six feet apart, about ten inches in 
depth and eight in diameter, and drop into each 
cavity a variety of the above mentioned plants and 
seeds, so that there shall be succession in growth. 
(This planting is made just before the rainy season 
begins. ) 

In that succession there is the plantain sprout. 
Its growth is slow. It will produce in from twelve 
to eighteen months; while young it needs the shade. 
This is afforded by the manioc shrub cutting which 
will produce in from four, six to eight months. But 
the manioc also needs shade at first. This is promptly 
provided by the maize and other broad-leaved vege- 
tables, like the pumpkin, which grow rapidly and 
give to the ground, denuded of forest, the shade nec- 
essary to prevent its fertility being “burned out” by 
the sun’s direct rays. The maize and other vegeta- 
bles give the villagers something to live on during 
the interval of six months before the manioc is ripe; 
or, of six months more until the plantains have pro- 
duced their fruit. These smaller vegetables having 
been eaten off, the garden finally contains little else 
than plantains and the second growth of cassava. 

The manioc is the poisonous variety. As the 
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woman, in gathering pulls up the shrub and plucks 
off the tubers, she immediately thrusts into the 
loosened earth a cutting of the stalk for another 
growth. The basket containing the tubers is set in a 
stream of water for three days that their poisonous 
quality may be washed out. On the third day the 
basket is carried to the village, the thick rind of the 
tubers is peeled off, and they thrown into a large 
wooden mortar. They smell quite offensively sour, 
having partly fermented. They are beaten with a 
wooden pestle into a white homogeneous dough-like 
mass, consisting of the starch grains, and the broken 
woody parts of the root. This dough is fashioned 
into rolls some sixteen inches long and two inches 
in diameter, which are then carefully tied up in 
plantain leaves. A large iron or brass kettle is set 
over a fire, a smal] quantity of water in the kettle, 
and the rolls are then arranged closely in it and 
covered over tightly with a package of plantain 
leaves to prevent the escape of steam. The effect of 
the steam permeating all parts of the rolls is to 
burst the starch grains. The manioc is now ready 
to be eaten. It is of the consistency of cheese; 
smells very sour; is practically the same as a thick, 
dark, coarse mass of tapioca pudding mixed with 
finely broken pieces of woody fiber. It is eaten by 
the natives with salt, native cayenne pepper (‘“‘chil- 
lies”), and a gravy of oily nuts. It will keep good 
for a week in a dry place; or on the drying-rack over 
their fires for a much longer time, becoming too hard 
to be cut. When spoiled by mold, it can be made 
again fit for use by re-boiling. 

When these same rolls are sliced and roasted in 
ashes they taste somewhat like bread, and can be 
eaten as such with butter; or they can be fried in 
any oil, as toast. The soaked tubers, when first 
peeled of their rinds, instead of being cooked at all 
may be placed in the sun to dry, and then are pre- 
served for many days over the drying shelves, and 
are then boiled for use as occasion may require, with- 
out beating them into dough. Or the tubers, without 
being first placed in running water, having been 
peeled, may be boiled, sliced into “chips” (called 
ngwese), soaked for one night in water and eaten 
without further cooking with salt and pepper. An- 
other method is to have the tuber, just as it is taken 
from the earth, without any other preparation than 
peeling, grated, the pulp washed and dried in the 
sun, making a coarse “ farina,” which is used for 
convenience on journeys. This meal needs no other 
preparation than to have scalding hot water poured 
over it, and it then swells into a thick pudding-like 
mass. These several ways of preparing the manioc 
tuber make an agreeable variety for taste and con- 
venience. 

The plantain stalk produces but one bunch of 
fruit. There is therefore no need to carefully cut off 
the hanging bunch, which contains from twenty to 
forty “fingers.” (A banana bunch—the musa para- 
disaica—has from 50 to 200.) The mother-stalk 
is then cut down. But around its base are springing 
up several shoots, like “suckers” of corn, varying 
from one foot to four feet in height. The tallest of 
these “children” immediately takes its mother’s 

lace, and in six months will bear its one bunch, to 
in turn have its place taken by the next larger of 
the suckers. This process goes on indefinitely, and 
if proper care were taken of the garden no new 
plantation would need to be cut; the same garden 


would last forever. The fruit of the plantain is 
rarely allowed by natives to ripen. It is cut unripe, 
and is boiled. It contains much starch, though less 
than the manioc, but is more healthful than the lat- 
ter. It may also be eaten roasted. 

If allowed to become over-ripe, the plantain is 
rarely eaten by natives. But by foreigners it is 
liked, being sliced and fried. 

With these two articles of food to depend on, and 
varied by modes of preparation, the natives obtain a 
still more comfortable variety by boiling or roast- 
ing maize ears, eating the grains from the cob, boil- 
ing or roasting tubers of the yam and of the calla- 
dium (Arum esculentum), our so-called “ elephant ” 
ear, called by the natives “koko,” and “ eddo,” the 
common vegetable of the South Sea islands. 

Almost the only two modes of our native cookery 
are boiling and roasting in ashes. 

Greens of various leaves are used, especially the 
leaves of manioc and the unexpanded leaf of the 
calladium; care, however, being taken to pour off 
the first water in which this arum is boiled, as, like 
our Indian turnip, it is acridly poisonous; as also 
is the case with the tuber of the eddo (calladium). 
A rich pudding is made from the kernel of the seeds 
of a gourd. The hard rind of the ripened gourd 
itself is also used, being carved into cups and bowls 
and spoons. The kernels of the seeds, free from the 
shells, are beaten into a paste. This paste, seasoned 
with red pepper and laid in strata with slices of 
dried fish, is broiled in a bag of plantain leaves. It 
is quite oleaginous; foreigners can digest but little 
of it, though its taste is agreeable. 

The palm nut (Elocis guiniensis) yields a rich, 
oily pulp that yields the palm oil of commerce, enor- 
mous quantities being exported for the making of 
soap and lubricating oil. The pulp is eaten by all 
the natives. When prepared in a cleanly manner it 
is relished by most foreigners, eaten with rice and 
an abundance of currie or of ‘‘chillies” (cayenne 
pepper), a fowl or some other meat, fresh or dried, 
being stewed with it. It is quite fattening, the na- 
tives promptly becoming plump under its use. The 
fresh nuts are also eaten, roasted in hot ashes. 

A hard cake made from the oily kernels of a fruit 
called odika (the wild mango) is universally used 
by the natives for making a rich gravy. I like it 
but most foreigners do not. 

In their meat diet the natives are variable. They 
are capable of eating a very great deal of meat, but 
are satisfied with even a little. But that little must 
be had, or they often will refuse to eat a meal of 
only vegetables. For inhabitants of a warm coun- 
try, their longing for meat is remarkable. Their 
language has synonyms for our words for “famine” 
and “hunger;” it has also a third word, meaning 
meat hunger. 

They have domestic animals—fowls, sheep and 
goats, dogs and a fewcats. The sheep have no wool; 
only short straight hair. All these animals are kept 
for only special occasions—feasts, payment of fines, 
marriage dowrys, sacrifices to evil spirits in times 
of great danger (when only the blood is offered, the 
flesh being eaten by the village). For daily meat, 
the hunt is depended on. But when the hunt has 
been successively fruitless, a cat or dog must be 
utilized to supply the “meat hunger.” There is 
therefore no over-production of these domestic an- 
imals. 


: 
| 
| 
| 
| 
| 
| 


162 


PNEUMONIC FEVER. 


[Jury 29, 


Elephants, hippopotami, wild oxen, wild pigs, 
antelopes, gazelles, gorillas, chimpanzees, monkeys, 
crocodiles, alligators, etc., are all hunted. All these 
wild animals are eaten by the interior tribes, and 
with them not a pound of even the skin being thrown 
away. Literally, every part of the animal is eaten, 
except hoofs, horns and bones. But the coast tribes 
hesitate and do not care to eat the rat, snake, gorilla, 
chimpanzee and mandril. 

The natives in their untaught state never fry meat. 
It is boiled or broiled. A third and very appetizing 
way is as follows: While a wood fire is being reduced 
to a bed of hot coals, there are prepared several 
thicknesses of large pieces of plantain leaf. Into 
these, curved as a bowl, is poured a cup of water. 
The meat, cut into small lumps, is laid in successive 
strata with salt, red pepper and crushed oily nuts or 
preferably, odika. The edges of the leaves are 
then gathered up and tied together tightly as a 
bundle. This bundle is set on the coals. There is 
no flame. Before the several layers of thick fleshy 
leaves can be charred through, the water is partly 
turned into steam, which permeates the whole mass 
of flesh, cooking each fiber without burning or 
scorching, and carrying to the center of each piece 
of meat the aroma of the seasoning. With the 
juices of the meat, the residuum of the water and 
the oil of the melted nut is produced a most tasty 
sauce. I have nowhere, even in civilization, eaten 
any preparation of meat that is so clean, so rapid 
and so attractive to a hungry traveler as this native 
way of steaming meat. It is used for any meat; 
but I have found it especially suited to coarser vari- 
eties, and is a most agreeable way of preparing fish. 


PNEUMONIC FEVER—ITS SYMPTOMATOLOGY. 
BY EDWARD F. WELLS, M.D. 


CHICAGO, 

Cough is present in almost every case of pneu- 
monic fever,’ usually beginning with the very incep- 
tion of the disease and continuing, with more or less 
frequency and severity, until the inflammatory exu- 
date has been completely removed from the lungs. 

This symptom was present in all of seventy cases anal- 
yzed by Chomel®; in all of Dietl’s *a 750 cases ; in 90 percent. 
of Grisolle’s* cases and in 95.8 per cent. of my series of cases. 


It occasionally precedes other symptoms by a few 
hours, or even several days.‘ In such instances 
there is usually a premonitory bronchial catarrh. In 
a few cases the cough may be so slight and insig- 
nificant as to escape the notice of the patient and his 
attendants unless their attention has been particu- 
larly directed to it. In rare instances it may be 
quite absent throughout the attack.’ 


A Swede, aged 49, had achill, followed by fever and sweat- 
ing, every third day for three weeks. For a week he had 
been “feeling bad all over,” with anorexia, sleeplessness 
and a somewhat severe constant pain in the right side and 
under the sternum. On May 17,1886, he had a chill, fol- 
lowed by high fever, rapid andirregular pulse, great thirst, 
pain under the sternum, cephalalgia, mental dullness—an- 
swering questions hesitatingly and often irrelevantly, some 
dullness over the right lung, crepitant rales diffused 
throughout this lung, dyspnoea, but no cough or expectora- 
tion. He died suddenly at7 p.m., May 20, and at the autopsy 
the right pleural cavity was found obliterated and the 


upper and middle lobes of the right lung hepatized. The 
lower lobe was emphysematous, congested and cdematous.° 


Cough was absent in twenty-one of my cases, as 
shown in the accompanying table. 

Cough is less constantly a symptom in the aged,’a 
cachectic and insane than in healthy adults. In 
such patients a previously existing bronchitic cough 
may become diminished or entirely suppressed upon 
the advent of pneumonic fever. This is also true of 
the paroxysmal cough of pertussis, which is replaced 
by that characteristic of pneumonic fever, to again 
resume its original character when the pneumonic 
inflammation shall have undergone resolution.‘ 


A female child, aged 3 years, in the second week of an at- 
tack of whooping cough, took to vomiting, had a profuse 
diarrhoea, became stupid and comatose, and greatly pros- 
trated. The pulse was accelerated, the breathing hurried 
and the temperature considerably elevated. Sighing was a 
prominent symptom. When examined on the sixth day 
there was dullness on percussion and bronchial respiration 
at the base of both lungs. The symptoms continued for 
nine days when they became abruptly ameliorated. During 
this period there was no cough, although it had been very 
severe, and resumed its former characteristics after the sub- 
sidence of the pulmonary symptoms. Complete recovery 
ensued. 


Cough may be delayed in its appearance, in the 
presence of definite physical signs and pronounced 
symptoms, for several days—as many as twelve in a 
case reported by Ray.’ 

With the profound prostration not infrequently 
attending this malady the cough often diminishes in 
frequency and power, or ceases altogether. Such 
cases very seldom recover.” 

The character of the cough varies somewhat with 
the age, condition and temperament of the patient 
and in different epidemics," but, contrary to the opin- 
ion held by some” it is usually peculiar and quite 
distinctive of the malady in question. At the begin- 
ning of the attack it is dry, frequent, short, restrained 
and painful. In some cases it is so frequent as to 
accompany almost every expiration, especially if the 
inspirations areatalldeep. The length of the cough 
varies with the depth of the inspiration, but the im- 
pression produced upon the listener is that it is short 
and hacking.” In children it is often slight and in- 
significant during the incremental stage of the dis- 
ease, although many are made very restless and 
irritable by the constantly recurring and teasing 
cough.” After a few hours the cough becomes moist 
and is usually accompanied by expectoration. It is 
however, still short, restrained and painful. Later 
when the disease is at its height it is less frequent, 
more open, less painful and the patient does not so - 
persistently attempt its restraint. It can not, how- 
ever, be, as yet, called “free,” inasmuch as the in- 
flamed lung is not susceptible of being fully inflated, 
and sufficient air is not expelled from behind the 
immovable obstruction to cause a forcible explosion. 
If the cough is very painful and accompanied by 
only a scanty expectoration it is apt to be more fre- 
quent, less paroxysmal, drier, more restrained, 
shorter, less severe and in a higher key than when 
there is a free bronchial flux and but little pain.” 

In the latter stages of the attack the cough is, usu- 
ally, very powerful, paroxysmal and distressing. In 
children it may even cause vomiting," and sometimes 
resemble whooping cough.” The severity of the cough, 
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however, is no measure of the gravity of the case, 
for there are many dangerous cases with but little 
cough, and vice versa. A severe or paroxysmal cough, 
coming on at the end of the exudative stage ‘is, 
although an element of danger,” of good import, 
whilst the same kind of a cough during the height of 
the fever is of evil augury. 

The cough has been known to be so powerful as to cause 
separation of the sternal epiphyses from the ribs in chil- 
dren * and fracture of the ribs and sternum in older per- 
sons.” Heister,a who was probably a little credulous, tells 
us of a clergyman’s wife who coughed her perineum 
open.”'b 

One of my patients, a fragile little girl of 5 years, who 
had already suffered three fractures of the long bones—the 
clavicle when a year old, the fibula at three years and the 
femur six months later—developed a very powerful cough 
during convalescence from a very severe attack of pneu- 
monic fever, locally affecting the entire left lung. After 
this had continued for four days my attention was called to 
a prominence of the sixth rib on the right side in the axil- 
lary line. There was evidently a partial fracture of the rib 
at this point. The bulging was not easily reducible and 
remained permanent. 


cesses, although my experience or reading has never 
included such a case.” .The breaking down of soft- 
ened lung tissue so as to form an abscess is a con- 
tingency by no means remote.” Other effects may 
follow violent coughing, e.g., sub-conjunctival hem- 
orrhage, detachment of the retina,” hernia or the 
strangulation of an existing one,” rupture of the dia- 
phragm, aneurism or the rupture of an existing one, 
etc.; but such accidents are exceedingly rare. 


A merchant, aged 69, was taken, Oct. 10, 1877, with a chill, 
followed by cough, fever, pain in the right side, rusty ex- 
pectoration, etc. There was dullness over the lower half of 
the right lung, and in this region the respiratory sounds 
were feeble, but distinctly tubular in character. They were 
rendered louder by forced inspiration and expiration. His 
cough was very violent and came on in sudden explosions, in 
one of which he suddenly expired on the sixth day and at a 
time when there were no alarming symptoms whatever. 
An autopsy was not allowed, but there can be but little 
doubt that the sudden death was due to cerebral apoplexy, 
caused by the violent cough. ; 


The cough is never hollow or cavernous, as in 
phthisis, unless cavities are actually present. A 


TABLE IL—SHOWING CASES OF PNEUMONIC FEVER WITH ABSENCE OF COUGH. 
j 
Character Range. | Si 
revious | Seat. ‘27/5 

Ais | Pulse. Resp., Temp. & 
M. Good..... Latent . . 80-110 20-26 | 99-1019 L. base. 9) R. 
Masked. . 120-160 36-48 102-105° Duplex. 5  D./|Red hepatization. Meninges congested. 
3,21 “ ‘(Dissipated . . Typhoid . 120-146 26-46 101-105.77 R. base. . 17) R. 
yphoid fever Latent . . 100-132 26-32 101-103.5° L. base. . 15) R. 
5; F. Senility ...| “ . 80-90 18-22 | 98-100 L. entire | 3. D. |Lung disorganized. 
6\64 M. = . . 60-92 24-30 101-108 R. base. 22 | D. 
i@eee..... Acute. 100-120 20-32 102-104.5° L.apex. ., 6 | R.|Coughed twice during convalescence. Menstruating for first 
8/81 “ Senility . . Latent | 80-110 22-26 101-103° R.apex.. 7) R. ime. 
* 100-112 24-26 100.5° Duplex... 5) R.|\Same patient as case 8. 
10; 21; M. Good..... Acute 100-140 25-40 102-105° R.entire . 10) D. 
(jInsane... . |Latent 120-160 30-52 100-104 L.base ..| 4. D.|Mania, Pericarditis. 
Mild | 60-92 | 16-22 99-101? | “™ 
*F. Pertussis. . . Latent 100-140 36 102-105° Duplex... 9% R.|Cough of pertussis ceased suddenly with advent of pneumonic 
14| 69; M. (Senility ...| “ . . 80-108 18-24 103-103.5 - | 4/D. inflammation, to return on ninth day. Diarrhcea. Coma. 
4 ... Low .. . 100-116 20-28 100-101° base R. 
16 4 ¥F. Diphtheria. . Mild . . . 100-130 28-36 99-101? Duplex. . R.|Following tracheotomy. 
17.57. Cacheetic . . Latent 120-160 30-40 101-104° R. base. 2) D.|Cancer of uterus. 
18|69| M. Senility ...; “ PENS Duplex. . ..| D. |Sudden death. 
19,97; | 70-92 20-26 102-102.5° R. base. .| 10) R. 
6 100-120 20- 00-103.5° L.base .. R.|Following an epileptic fit. 
...}. 96-112) 27-80 101-103°* ..| 6) 

In rare cases emphysema of the cellular tissue or{/cough of ordinary characteristics, which becomes 


mediastinum x”a may follow a severe fit of cough- 
ing.” A soft, crepitating swelling forms on either 
side of the neck, extends gradually under the skin 
and becomes general. This accident is most frequent 
in chila.iood, adds considerably to the danger, and 
in case recovery ensues two or three weeks’ time is 
required for the reabsorption of the diffused air. 

A male child, three years of age, was taken with the ordi- 
nary symptoms of pneumonic fever, June 1, 1889. The mal- 
ady pursued a comparatively mild course, and convales- 
cence was declared on the fifth day. The cough, which had 
all the time been very severe, now became exceptionally 
severe and explosive. On the eighth day an emphysema- 
tous swelling appeared in the right side (the one affected) 
of the neck, which spread over this side of the chest. It 
disappeared in a week, and the child fully recovered.: 

Champneys” has experimentally investigated this subject 
and found that when the lung is over-distended air first 
makes its way beneath the pulmonary pleura, stripping it 
up, and passes along to the root of the lung, to the medias- 
tinum and along the cervical fascia to the subcutaneous 
cellular tissue in the neck. «a. 

Rupture of the lung, with pneumothorax, is a pos- 
sible result in non-destructive local pneumonic pro- 


loose and rattling, and afterwards cavernous, is al- 
most pathognomonic of abscess.” 

The characteristics of the cough in this disease 
had, with the older clinicians, a semiotic value which 
the discovery and cultivation of the modern methods 
of physical diagnosis has, unfortunately I believe, 
sadly depreciated. Nevertheless the clinical impor- 
tance of this symptom is very great, and its features 
are deserving of the most careful consideration. 

Cough is a modified respiratory act in which a 
deep inspiration is followed by a forcible expiration, 
with, for a time, closure of the glottis, so that any 
substance, solid or liquid, may be expelled from the 
glottis by the rapid rush of air upon the sudden 
opening of the glottis toward the latter end of the 
act. It is caused by irritation of branches of the vagus 
distributed to the nose,” pharynx, larynx, trachea, 
bronchi,” pleura, cesophagus” stomach, diaphragm,” 
liver,” spleen,” ear,” etc. In pneumonic fever the 
cough is due to the irritation from the inflammatory 
products effused upon the surfaces of the pleura and 
the respiratory tract.” It is aggravated by irritation 
of the neighboring organs” and movements of the 


lungs, and is allayed by rest. 
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A little girl of 4 years gradually developed a short, 
incessant and annoying cough. It was so frequent that 
not five waking minutes passed without her coughing one 
or more times. When 8 years old she sustained an attack 
of pneumonic fever, locally affecting the apex of the right 
lung, which ran an ordinary course and terminated by cri- 
sis on the fourth day. During this time her habitual cough 
was replaced by that characteristic of pneumonic fever, 
but with the advent of convalescence it again returned, 
Investigation showed the chronic cough to be due toa large 
mass of inspissated cerumen in the right auditory meatus, 
the removal of which instantly and permanently relieved it- 


I have long shared the opinion of Juergensen™ that 
the very frequent, dry, painful and teasing cough of 
the early stages of pneumonic fever is very seldom, 
or never, beneficial, is always disagreeable and fre- 
quently detrimental to the paticnt. It is clear that 
when fluids accumulate in the bronchi, cough of fre- 
quency and force sufficient to expel them is neces- 
sary, but when the bronchial secretions are scanty or 
absent it would be difficult to indicate in what man- 
ner a frequent and harassing cough can possibly 
benefit the sufferer. Not only is such a cough pain- 
ful and disturbing, but from the insufficient rest 
which it entails, and the pulmonary excitement oc- 
casioned, I am convinced that it is decidedly inju- 
rious to the patient. 


EXPECTORATION, 


Expectoration, like cough, is a symptom which is 
usually present” to a greater or less extent in pneu- 
monic fever, although it is sometimes altogether ab- 
sent.” It is necessarily absent in those cases in 
which there is no cough, and in those persons, chil- 
dren mainly, who are unable to expectorate.” It is 
also frequently absent in those cases in which the 
cough is very weak, or infrequent, and in the senile,” 
latent,” rheumatic’ and some other forms of the 
disease.” 

It was absent in 5 per cent. of Chomel’s ;* 11 per cent. of 
Briquet’s ;“' in 7.3 per cent. of Dietl’s 750 cases ;* in 16 per 
cent. of Wunderlich’s 50 cases ;* and 6 per cent. of my cases, 
In my own cases I have excluded young children. 

Buh!” thinks that absence of expectoration is due 
to the fact that the exudation matter is confined to 
the air cells and that the finest bronchial tubes re- 
main free from inflammatory implication.” In every 
one of my cases, however, the apparent cause was 
weakness or absence of cough. It has been asserted 
that expectoration is absent in a larger proportion 
of cases when the apex is the part of the lung locally 
affected than when the base is inflamed.” It is 
probable, however, that if such be indeed the fact, 
other reasons, such as weakness, etc., might be 
brought forward to account for the phenomenon 
without attributing it to the local seat of the disease. 


Gairdner™ has advanced the theory that the bronchial 
tubes act in a manner similar to the bowels and eject their 
contents by peristalsis. Accepting this theory, which is 
unsupported by proof, one might readily suppose that 
expectoration of bronchial fluids would be more difficult 
from some parts of the lung than from others. 

Absence of expectoration has always been thought 
to be an unfavorable circumstance in pneumonic 
fever. 

Galen™ says that the most hopeless cases are those rare 
ones in which expectoration is absent. Avicenna” views 
this occurrence with alarm. Van Swieten”® thought the 


inflamed lung was relieved and cured by the expectoration, 
and that its absence was one of the most unfortunate symp- 
toms which could occur. Cullen” was of the opinion that 
recovery rarely occurred without expectoration. Absence 
of expectoration is thought by Jacobi® to be an almost 
inevitably fatal sign.” 

If the absence of expectoration is due to blunted 
perception or lack of power to bring up matters in 
the bronchi it is a symptom of evil import, but if 
there is no material in the bronchi to be ejected the 
sign is not unfavorable, but rather the contrary.” 


Chomel® thought that diarrhea often took the place of 
the bronchial secretion in the cases with no expectoration. 
In none of these cases in my collection was diarrhea a 
prominent symptom.” 

In a considerable number of cases expectoration, 
although not absent, is present so scantily as to pass 
unrecognized unless special attention is directed 
toward it.” 

In general, expectoration appears a short time 
after the beginning of the cough, but in some in- 
stances it 1s very late in appearing,” perhaps not 
until resolution has begun.” Again, it may be free 
enough in the beginning of the attack and so con- 
tinue for a period, to be gradually or suddenly sup- 
pressed.” This is a very unfavorable symptom, 
inasmuch as it indicates a dangerous failure of the 
respiratory reflexes or of muscular power. This is » 
especially the case if the other signs and symptoms 
indicate the presence of fluids in the air passages, 
extension of hepatization or increased severity of 
the general disease. Under such circumstances a 
speedily fatal termination may be safely predicted. 
I do not recollect ever having seen a patient recover 
under these conditions, and this appears to have 
been the experience of others.” 

Andral,® with others, attributes the fatal issue in these 
cases to the occurrence of asphyxia from the accumulated 
secretions, but this is plainly an error. The parts of the lung 
which furnish these secretions are already practically imper- 
meable to air, and certainly no great harm can come, per se, 
from the blocking up of the bronchi of these parts. Again, 
when such cases come to the autopsical table, the result 
fails to support the proposition that the bronchi of the other 
parts are filled to any extraordinary degree with these mat- 
ters. Death follows the cause of the suppression, and this 
cause is a failure of the vital forces of the entire system 
and not of the lungs alone. 

It has been supposed that the expectoration might 
be diminished or suppressed by profuse purgation,” 
unreasonable bleedings” and other perturbating and 
depressing therapeutic measures." 

The expeetoration of pneumonic fever in its phys- 
ical characteristics is quite peculiar to the disease, 
and is practically pathognomonic.” In the begin- 
ning it is white, frothy, viscid and often specked or 
streaked upon the surface with minute quantities of 
blood. The spute are transparent or translucent, 
have no definite shape, float upon water and do not 
adhere to the sides of the vessel, although they 
adhere slowly to each other. As the attack progresses 
the color gradually changes to a rusty tinge, the 
admixture of airis less and itis not so frothy, it 
becomes more viscid and the blood, which is present 
in greater or less quantity and gives the expectora- 
tion its color, is very intimately mixed with the 
other elements present. The spute are translucent 
or opaque, sink or float beneath the surface in water, 
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run together and are so viscid that they not only 
blend intimately together, but they also adhere so 
tenaciously to the sides and bottom of the vessel that 
it may be inverted without the mass flowing out. 
They also cling closely to the sides of the mouth, 
teeth and lips, so that the patient is compelled to 
remove them with a cloth. This is the ordinary and 
typical expectoration of pneumonic fever after the 
disease has been fully developed.” It usually attains 


and retains them until resolution begins. With the 
decline of the disease the sanguineous elements dis- 
appear from the expectoration and it becomes yel- 
lowish, creamy, less viscid and heavier than before. 
The spute are large, numular, sink in water and 
adhere together, but they no longer cling to the sides 
of the cup. The amount of the expectorate is at 
first small, increasing to a total of from one to six 
ounces" in twenty-four hours at the height of the 
disease, gradually diminishing afterwards” and dis- 
appearing entirely before convalescence is completed. 
It forms only a small part of the exudate to be re- 
moved from the air cells. This statement will be 
more fully appreciated when it is considered that 
only a small portion of the expectoration comes from 
the air cells, the major portion being bronchial se- 
cretion.” 

The basis of the pneumonic expectoration is water, 
albumin, mucus, fat and salts, with which the other 
more or less adventitious elements are mixed. Water 
forms from 87.3 per cent. to 97.1 per cent. of the total 
quantity. 

The percentage of water in four analyses made by Bier- 
mer” was 94.5, 87.3, 96.1 and 89.0 respectively. In three 
analyses made by Renket™ it was 90.9, 97.1 and 97.1 respec- 
tively. 

The percentage of water to the solids in pneu- 
monic sputa bears a very close relation to the amount 
of water in the blood.” Albumin forms about 3 per 
cent. of the sputa.” It is derived from the alveolar 
exudation and is met with only after hepatization 
has begun. The viscidity depends upon the mucus, 
which is present in about 1 per cent.” It is supplied 
by the inflamed bronchial mucous membrane.” The 
salts constitute about 0.8 per cent. of the expectora- 
ae and of these the chlorides form about one- 

alf * 


According to Bamberger® pneumoniec sputa contains no 
alkaline phosphates, while 10 to 14 per cent. of the salts of 
eatarrhal expectoration belong to this class. In catarrhal 
sputa the soda is to the potash as 31:26, but in that of pneu- 
monic fever it is 15:41. Sulphuric acid is present in the 
two forms of expectoration in the proportion of 3 to 8 
respectively. The amount of nitrogen present is absolutely 
and relatively less than in phthisis.”’ 

The expectoration is usually neutral or slightly al- 
kaline,* although in rare cases I have found it acid.” 
The acidity, when present, is probably due to the 
presence of pneumonic acid, which is increased in 
pneumonic inflammation.” 

Sugar” sometimes exists in the sputa in considerable 
quantities, due, probably to the same causes which account 
for the saccharine elements in diabetic urine. 

Tyrosin has been found in the sputa of at least one 
pneumonic patient, unaccompanied by jaundice.” 

Pneumonic expectoration usually has an insipid 
taste,” although it may be sweet from the presence of 
sugar, bitter from admixture of bile, salty from the 


between these extremes. 
these characteristics in the first days of the disease 


presence of the chloride of sodium, especially dur- 
ing resolution, or so acrid as to cause soreness of the 
pharynx “ and other mucous surfaces.” 

The amount of blood contained in the expectora- 
tion varies infinitely. Some cases pursue their course 
with simply a mucus expectoration and unmixed 
with blood, whilst in others the sputas are so bloody 
as to be hemoptysical, with every imaginable grade 
Oxidation of the blood 
gives to the sputa the various shades of red, brown, 
yellow, orange, green, ete., through which it passes. 
The sanguineous element generally appears during 
the first two days of the attack, although it may be 
longer delayed, or even remain absent. 

Grisolle“ found that, in 131 cases, blood first made its 
appearance on the first day in forty-five cases, on the 
second day in fifty-six cases, and on the third and fourth 
days in fourteen cases each. Chomel” found blood absent 
in three of 125 cases. An uncolored sputa belongs to the 
history of certain epidemies, ¢.g., the French epidemic of 
1837."5 

I have not met with any facts implying that the 
sanguineous elements are found in greater or less 
abundance in different states of the system, as to the 
amount and character of the circulating medium 
present, as in plethora, anemia, chlorosis, ete. 

Juergensen, '” however, is of the opinion that the expec- 
toration is often hemorrhagie in the case of drunkards, 
Others consider the sanguineous element present in less 
quantity in the aged than in the adult." In children, also, 
the expectoration is less bloody than at a later period of 
life!” It is true that in the case of young children we do 
not see the sputa, except sometimes as it is vomited, yet in 
almost every case it may be seen in this manner. 

Actual hemoptysis in pneumonic fever’ is rare,™ 
although cases of great severity, even to fatality, 
have been observed.” 

Peteaux ' records the case of a robust man, aged 45, who 
was attacked with pneumonic fever and expectorated on the 
fourth or fifth day, at one time, a pint of bright blood. At 
the autopsy, some days later, the ordinary appearances of 
inflammation of the entire right lung was found, but the 
point from whence the hemorrhage proceeded eluded dis- 
covery. 

Hemoptysis may indicate the presence of coéxist- 
ent tuberculosis ' or organic cardiac disease.” The 
ancients considered hemorrhagic expectoration as 
being especially dangerous.’” 

Rusty sputa occasionally continue for a long 
time. Walshe™ says that it may persist for a fort- 
night. Fox'’ gives nine days as the limit. Stokes" 
saw a patient in whom it continued for several weeks 
after the physical signs had disappeared. Andral' 
noticed it continue for nineteen days—nine days 
after the disappearance of the physical signs.'” I 
have seen it continue for a long period in several 
cases—in one for forty days. 

The blood in the pneumonic expectoration is de- 
rived from the dilated capillaries ramifying upon the 
surface of*the air cells and the smaller bronchi. 

It is the changes by oxidation and disintegration, 
of the sanguineous elements that causes the peculiar 
and curious colorings sometimes met with in pneu- 
monic spute. 

Of these chromatic changes the green’ has at- 
tracted the greatest curiosity. Inthe presence of an 
alkali thecoloring matter of the blood splits up into 
albuminoid and hematin, with a green color result- 
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ing.’ The majority of instances of green sputa are 
due to this cause, although true biliary expectora- 
tion certainly does sometimes occur, as evidenced by 
the presence of the coloring matter of the bile."* It 
is the presence of this greenish expectoration in some 
cases which has given “bilious pneumonia” ' a place 
in the nosological scale with so many physicians. I 
am, however, inclined to think, with Juergensen ™ and 
others, that the term should be abolished from use. 

In one of my cases, during convalescence, the expectora- 
tion assumed, upon standing for a prolonged period, a fine 
and peculiar grass-green color. It was only by accident 
that my attention was called to this point in the case, and 
the phenomena may have been present in others without my 
cognizance. The patient,a young manof intemperate hab- 
its, had a very severe attack of pneumonie fever, with con- 
solidation of the greater part of the right lung. From the 
beginning the expectoration was very free and so sanguin- 
eous as to well merit the appellation “bloody.” Crisis, with 
colliquative sweating and slight collapse, occurred on the 
seventh day, whilst the expectoration was still quite pro- 
fuse, although it had assumed adark gray color and was 
expelled in masses of considerable size and consistence. 
Two days later a specimen of the expectoration, which had 
been standing in the cup for thirty-six hours, was brought 
to me for inspection. The messenger was very much aston- 
ished when he removed the covering from the specimen, 
which was of a greenish gray color, for, he assured me, it 
was of a pure green color when he had started from home. 
I placed the glass at rest and aftera few hours the contents 
presented a very remarkable appearance. A thick grayish 
precipitate had fallen to the bottom, whilst the supernatant 
fluid was grass-green in color and presented a most beauti- 
ful appearance by transmitted light. Onthe following day 
I observed a small quantity of the sputa in a basin, and on 
the surface of this there was a thin stratum of a similar 
greenish fluid. 

At the time I| attributed the green color to a coloring of 
the serous portion of the expectorate by the oxidized color- 
ing matter of the escaped blood and therefore did not give 
it that careful examination which it deserved. I have been 
able to find notices of but two similar cases,’ and in these 
the coloring matter was proven to be vegetable spores. 
When potash was added the green color became intensified, 
whilst acids, ether and alcohol produced no effect. A few 
drops of the colored fluid was added to milk and a greenish 
crust was developed after a few hours’ standing. Under the 
microscope there were to be seen numerous active vibrios, 
greenish spores and minute glistening granules which were 
evidently stumps of the greenish spore. The same appear- 
ance was found in the crust developed upon the inoculated 
milk.'*! 

Even blue expectoration has been noticed™ in at 
least one case. Sometimes the expectoration is of 
such color, odor or consistence as to resemble pure, 
gangrenous matter, the juice of prunes, currant jelly, 
the lees of wine, the juice of licorice, mucilage, glue, 
etc. These dark spute are usually expectorated with 
greater ease and facility than the lighter colored. 
They have always been considered as beifig of great 
im port.’” 

A very peculiar sputa, resembling a thick mucilage'™ or 
glue,’ colored a brownish red and which escapes in a single 
sheet when the vessel is inclined, always indicates a dan- 
gerous case. 

That the various shades of color which the pneu- 
monic expectoration assumes is due to oxidation of 
the sanguineous elements, and not from any varia- 


tion in its original composition, seems proven by the 
fact that no matter in whatever proportion the blood 
is mixed with a mucilaginous fluid the pneumonic 
shades can not be produced.” 

Under the microscope the blood corpuscles are not 
closely approximated, but are separated from each 
other, or are in contact only at their edges.” The 
epithelial cells are often colored’ the shade of the 
expectoration, but they may remain unaltered in 
size and shape, although this is unusual.” Black 
pigment is found not infrequently in some geograph- 
ical localities.” There is also seen minute or larger 
masses of fibrine, derived from the finer ramifica- 
tions of the bronchial tree, infundibula and air cells. 
They are firm coagula, enveloped in the mucus of 
the sputa, are of a whitish-yellow color, lightly 
tinged with red, and adhere closely to the sides of 
the vessel. They become more easily recognizable 
when washed, although washing decolorizes them. 
They are composed entirely of fibrine, and may be 
dichotomously branched, forming more or less per- 
fect casts of the finer bronchi. During the height 
of the disease they may be expelled in masses of 
considerable size,” but during its decline they are 
smaller, more or less disintegrated and are not so 
easily recognized as being parts of casts of a 
branched tree. They are met with in the vast ma- 
jority of cases,’ but are most abundant in those 
having a powerful cough as considerable force is 
required to dislodge them. They were noticed by 
Tulpius,” Reynaud,” and others, but Remak”™ first 
pointed out their true nature.” Casts such as those 
described are found only in pneumonic fever,” 
although in another form they are seen in fibrinous 
bronchitis.” 

Spiral and central fibers have also been observed 
in some cases. When these are accompanied by 
Leyden’s crystals the sputum is said to be character- 
istic of asthma,” but they are observed in other dis- 
eases also.” The pneumococcus may be demon- 
strated in some instances by careful manipulation. 

Place the twenty-four hours’ sputa in a conical glass and 
let it stand in a temperature of from 92 to 102 degrees for 
twenty-four hours. The thicker portion of the sputa will 
settle to the bottom and a portion of this is to be examined, 
as it is easier manipulated and more apt to contain the 
germs. The proper reiigents are to be used for staining.'” 

Various other microscopical appearances may be 
observed'* and will well repay careful study. 

PAIN. 


Pain, like cough and expectoration, is almost 
always present in pneumonic fever." 

It was present in all of Gerhard’s’ cases; in 98 per cent. 
of Chomel’s'™ cases; in 92 per cent. of Doubleday’s' cases ; 
in 90 per cent. of Grisolle’s'* cases and in 98 per cent. of 
my own cases, excluding young children who were unable 
to make known the fact. 

It generally comes on very early in the attack'” 
and rapidly attains its maximum intensity. In rare 
cases it may precede by a few hours, or even several 
days,’” the appearance of other symptoms.” In 
other cases, also rare, pain may be more or less 
delayed in its appearance,’” or remain absent.'” 

After attaining its maximum intensity it contin- 
ues unabated for a few days to gradually decline in 
severity and cease on the third or fourth day, or at 
least some time before the end of the attack.™ This 
subsidence of the pain is a part of the natural his- 
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tory of the disease and occurs independently of rem- 
edies for its relief.” In rare cases pain may con- 
tinue for a long time'’—even far into convalescence. 

The pain may be extensively diffused over the 
chest or, and this is usually the case, it may be con- 
fined to a single circumscribed spot which can be 
covered by the end of the patient’s finger. 


This last is an important point in the differentiating this 
pain from that due to bronchitis. In the latter the patient, 
in locating the pain, instinctively places his open hand over | 
the painful area, while in pneumoniec fever he will inspire | 
deeply, so as to reassure himself as to where the painful | 
spot is situate, and will locate it with the point of the. 
extended finger. 

The pain is usually located over the seat of the. 
local inflammation, or on a somewhat lower level. 
Thus when the apex is affected the pain is referred 
to the level of the third or fourth rib, or still lower, 
and if the base is the part inflamed it is often located | 
below the diaphragm. Children very frequently refer. 
the pain to the scrobicutus cordis or abdomen.’ | 
Even adults not infrequently refer the pain to the. 
pit of the stomach.'’* Although the pain is usually. 
located on the affected side—the neighborhood of the. 
nipple being a favorite spot—yet it may be referred | 
to some point on the opposite side."’ In case the) 
local inflammation is double the pain is often con-| 
fined to one side only,'” as I have repeatedly observed. 
The pain not infrequently radiates from a central | 
point on the chest towards the shoulders, loins, hips, 
ete., or it may be confined to these distant localities." 

In character the pain varies considerably in differ- 
ent cases and will be described with a variety of 
adjectives by various patients. Generally it will be 
denominated a stitch,’ a lancinating,"” or a burn- 
ing™ pain. In intensity it varies from a mere sense 
of uneasiness to the most agonizing suffering,” but 
it is almost always quite severe and distressing,” 
especially at the beginning of the attack. 

Besides the pain there is noticeable, in most cases, 
an indescribable but most uncomfortable sensation 

of thoracic oppression, especially of the affected side, 
which has been compared to the pressure of a heavy 
weight, or the compression of a vice. This oppression 
is probably due to the sanguineous congestion of the 1 
lung and the deposition of exudative material in the 
pulmonary textures. Wittich’’ considers this pecu- 
liar oppression pathognomonic of pneumonic fever. 
This oppression, unlike the acute pain, often con- 
tinues throughout the entire attack. In many cases, 
especially late in the course of the disease, there is 
present diffuse thoracic soreness. 

The amount and intensity of the pain, oppression 
and soreness varies in different cases and epidemics™ 
and bears no definite relation to the extent and char 
acter of the pulmonary lesions. A large proportion 
of the lungs may be affected with no pain,” while a 
trifling amount of local inflammation may give rise 
to the most excruciating suffering. 

Painful hysterical symptoms may prove very annoying. 
Davis'” reports the case of a young lady who had excruci- 
ating pains, vacillating from the left side of the chest to the 
head gor several days before pneumoniec fever, complicated 
by endocarditis, could be diagnosed. Twenty-four hours 
later convulsions, with intense pain, set in, followed by 
death in twelve hours. 

Pain is increased or developed by deep breathing, 
coughing, talking, sneezing and pressure’ in the 
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space over seat of or 
an upward pressure below the ribs. I have very 
often elicited pain by such pressure when the pa- 
tients declared themselves free from this symptom. 
Early in the attack it is a diagnostic aid of consid- 
erable value, but it should not be empleyed at a 
later period. 

The pain may be associated with cutaneous hyper- 
westhesia.'” In one of my cases this was so marked 
that the lightest touch caused the most excruciating 
suffering. 

The actual seat and cause of the pneumonic pain 
has not as yet been clearly elucidated. The old and 
very popular opinion locates it in the inflamed 
pleura.’ This theory is rendered weak from the 
fact that pain is often absentin simple pleurisy and 
may be present in pneumonic fever without pleural 
involvement.’ That the pain is not due to the 
presence of the exudative material is clear from the 
fact that it ceases while the pressure remains.'” 

Iam of the opinion, without being able to give any very 


satisfactory reason for it, that the pain has its origin in, and 


depends upon inflan’mation of, both the pulmonary and 
pleural textures, or either separately. I also believe that 
‘the pain due entirely to the pulmonary, is usually more 


diffused and less acute than that exclusively from the pleu- 


ral lesions. 
34 W ashington St. 
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PHILADELPHIA NEWS. 


The fact that Pennsylvania has now a law creating a 
State Examining and Licensing Board has already been 
noticed in the JourNAL, but a slight correction should be 
made in the text of the Act (page 62 ante). The legislature 
did not appropriate the sum of two hundred thousand dollars 
for the purposes of the board, but simply “two thousand dol- 
lars” for the first two years’expenses. The last legislature, 
however, was very liberal in other ways and proved its high 
appreciation of Philadelphia medical interests by grants of | t 
$115,000 to the hospital of the University of Pennsylvania, 
(the $15,000 being for a maternity department), $110,000 to 
the hospital of the Jefferson Medical College, $100,000 
to the hospital of the Medico-Chirurgical College and 
$70,000 to the Polyclinic Hospital, besides other grants, all 
of which will tend directly or indirectly to increase the 
clinical and teaching facilities of our medical schools. 


p. 185 ;—Gerhard, Op. cit., p. | 


The Pennsylvania Hospital is building a hanidoowe three 
story wing on the north side, which will be devoted entirely 
to surgical cases and will nearly double the capacity of this 
venerable institution. 

Under the auspices of the American Society for the 
Extension of University Teaching, vacation studies in his- 
tory, literature and science directed by university special- 
ists have been successfully instituted; the first summer 
meeting being held in Philadelphia from July 5 to August 2, 
Of general interest to physicians is the special course of 
instruction in sanitation and hygiene by Dr. John 8. Bill- 
ings, U.S, A., and A.C. Abbott, consisting of twelve lectures 
and demonstrations, The University of Pennsylvania has 
generously placed at the disposal of the summer meeting 
its college buildings, libraries and laboratories so far as 
these may be needed for the instruction to be given, so that 
the first annual meeting is held under very favorable 
auspices. 

The College of Physicians has called the attention of the 
authorities to the injury to the public health likely to 
result from the wholesale tearing up of the streets incident 
upon the substitution of the electric trolly system for horse 
power on nearly all the city railways, now being done by the 
Philadelphia Traction Company. In addition to this, the 
Edison Light Corporation is laying mains, and will dig up 
over a hundred miles of streets during the present season. 
In the meantime the drainage is obstructed,and street 
cleaning in many places is out of the question. This is one 
way of getting ready for an epidemie of cholera, yellow 
fever, or almost anything. In fact, the death rate of last 
week was considerably higher than that of a year ago, 
the increase being mainly in the number of infectious dis- 
eases. 

On July 10, the brig “Odorilla,” Capt. Holland, returned 
to this port after sixteen months’ voyage to Santos, Brazil, 
where the entire crew and oflicers (eight men in all) died 
of yellow fever, the captain alone surviving, as published 
at the time in THe Journau The vessel is detained 
and will be thoroughly disinfected at the new stations 
at the Breakwater and Reedy Island, which have been 
recently established by the United States government. 
The former is situated on the Breakwater at Delaware Bay 


near Cape Henlopen, and the latter in the river near the 
entrance to the harbor. Farther up the river is the quar- 
antine station at Little Tinecum Island, now entirely under 
the jurisdiction of the State authorities, which are fully in 
harmony with the National quarantine service, Since the 
first of this month, the city of Philadelphia, through its 


board of health, also coOperates with the State officials, but 


no longer has any direction or control of the quarantine 
station. Asan additional safeguard against the importation 
of cholera or yellow fever, it may be stated that the U.S. 
Marine Hospital service has authorized the organization of 
a corps of examiners to inspect the immigrant trains from 
the seacoast, these acting under the immediate direction 
of Dr. George Purviance, M.H.8. This plan contemplates 
placing a medical inspector upon each immigrant train, to 
remain with it to the place of destination, whenever the im- 
migrants have been exposed to cholera, even though the 
period of incubation be passed. The railroads will be 
requested to furnish hospital cars, so as to permit prompt 
isolation of cases, the cars to be furnished with earth 
closets and means of thorough disinfection. 
Poisoning by carbolic acid is not very rare, but two cases 
recently came to the coroner’s notice which might be men- 
tioned: The first was a woman 21 years of agp, who quar- 
reled with her husband and drank a quantity of the acid 
with suicidal intent. Contrary to the usual effects, she 
suffered great agony, and calling for assistance was taken 
to the Jefferson College Hospital, where she died shortly 
afterwards. The second case was a child four years of age, 
which found in a closet a bottle of carbolic acid and drank 
asmal] quantity and promptly died. The parents stated 
that there had been a case of typhoid fever in the house 
and an official of the Board of Health had left the bottle of 
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earbolic acid for disinfecting purposes. This appears to 
show carelessness on the part of the health board and 
neglect or ignorance on the part of the parents. It recalls 
the case of another child five years of age, who drank some 
earbolic acid from a saucer which had been placed under a 
sofa, in order to drive away moths or other insects, with the 
same result. Another child, three years old, ate some yel- 
low substance which he found on a lotand mistook for mus- 
tard, of which he was said to be very fond (!); the child 
was almost immediately seized with convulsions and died 
within a fewhours. The powder was believed to be chrome 
yellow. 

The coroner recently investigated a case of a girl of 11 
agp who died of diphtheria. She had been given a num- 

rof powders during her illness, purchased of a woman 
who said that “she had cured thousands” through the use 
of the powders which were prepared from a secret formula 
by herself. The father of the child asked for an investiga- 
tion, as it was thought possible that her death might have 
been hastened by the medicine. The jury decided thatthe 
fatal result was “due to exhaustion from the disease,” but 
added that death was “superinduced by the drug,” and cen- 
sured the woman “for selling the article when she would 
not make known its ingredients.” The amateur doctress 
escaped very easily, but it is quite surprising how lenient 
the law is in dealing with proprietary medicinal interests. 
Perhaps the new medical council will correct this after 
January first of next year. 

Among recent changes of appointments we observe at 
the University that Dr. Chas. B, Penrose has been appointed 
the successor of Prof. Goodell as Clinical Professor of Gyne- 
ecology. At the Medico-Chirurgical College, Dr. L. Webster 
Ford was made Professor of Ophthalmology and J. Madison 
Taylor, Professor of the Diseases of Children. Dr. Wm. F. 
Waugh’s name appears in the new announcement as Hon- 
orary Professor. 

The annual competitive examinations for the post of res- 
ident physician at the Philadelphia Hospital, attracts con- 
siderable attention on account of the rivalry of the schools 
and because it is taken as a publie test of ability and 
attainments of the students. At the recent examination 
there were 119 candidates. Of these seventy were from the 
University of Pennsylvania Medical Department, nineteen 
from Jefferson, twelve from the Medico-Chirurgical, twelve 
from the Woman’s College, and the rest were from schools 
outside of Philadelphia. Nearly all of these attained the 
required average of seventy, but the rule is that the first 
sixteen are at once elected, and the rest are called to serve 
in the order of their standing, as vacancies occur. During 
last term not less than twenty-four residents were thus 
appointed. The honors of the examination were pretty 
even; Jefferson got number one, the University got the 
largest number of appointments, and the Medico-Chirurgi- 
eal claims the highest scholarship average of those sent up; 
the ratio of appointments to applicants is as follows: 
University,seventy applicants, ten successful, ratio one in 
seven; Jefferson, nineteen applicants, two successful, ratio 


one in nine and one-half; Medico-Chirurgical, twelve appli- | ° 


cants, two successful, ratio one in six; Woman’s Medical, 
twelve applicants, two successful, ratio one in six. It 
rarely happens that the results of a competitive examina- 
tion meet with such approval; cause such general satis- 
faction. 


BOOK NOTICES. 


We have received a copy of the second edition of Dr. W. 
W. Keen’s operation blank, published by W. B. Saunders, 
Philadelphia. These blanks are extremely useful to all 
operating surgeons. 


A Medical Handbook for the Use of Practitioners and Students. 
By R. 8. Arrcntson, M.B., C.M., F.R.C.P.E. Illustrated 
16mo. Fiexible covers, morocco. London: Chas. Griffin 
and Co.; Philadelphia: J. B. Lippincott and Co. i893. 
This book, as is stated in the preface, is intended to be a 

companion to Caird and Catheart’s Surgical Handbook. 

Particular attention has been given to the practical diag- 

nosis and to the clinical classification of disease. In treat- 

ment of disease the author has recommended the use of 
only such remedies as are known to be beneficial. Medical 


handbooks are not to be encouraged in the place of the more 
thorough works on the subject, and should not be used by 
students except as a means of rapid reference, yet this book 
is one of the most complete of its kind that has come to our 
notice ; and that much talked of individual, the busy practi- 
tioner, will often turn to its pages for a ready peg on which 
to hang his diagnosis and theory in a case where his library 
is not immediately accessible. 


Stricture of the Urethra. By G. Frank Lypsrox, M.D. Cloth, 
pp. 334, price $3. Chicago: The W.T. Keener Co. 1893. 
Naturally the book opens with a chapter on the anatomy 

of the part involved, next on instrumentation, a very impor- 
tant chapter; then follow definition, location, morbid anat- 
omy, causes, symptoms, diagnosis, prognosis and treatment. 
Chapters eight to thirteen are devoted to treatment, which 
necessarily ineludes a discussion of different methods. The 
author prefers Otis’ dilating urethrotome to other instru- 
ments of the kind, and in regard to electrolysis he takes a 
very moderate ground. While relating a case, and stating 
that there are some cases favorably influenced by this 
method, he regards the extravagant claims as disproved, 
and in factthe whole matter as sub judice. The illustrations 
are excellent, and barring the italies, and a constant desire 
to grind some imaginary antagonist into powder, the author 
has produced an excellent book, one which gives the latest 
views on the subject and well represents the approved meth- 
ods of treatment. We hope it may have an excellent 
sale. 


Hypnotism, Mesmerism and the New Witchcraft. By Ernest 
Harr. 8vo. cloth, pp. 182. New York: D. Appleton and 
Co.; Chicago: A. C. MeClurg and Co. 

In this little book Mr. Hart has brought together in his 
entertaining style his own papers on the subject which have 
appeared in the Nineteenth Century and the British Medical 
Journal. He dissipates many popular errors, and unmasks 
the impostors who played their part well at La Charité. 
His controversy with M. Luys at Hopital Charité is skill- 
fully managed, and the book is well worth reading. The 
simple methods by which the impostures of Jeannie and 
Mervil were exposed will be valuable when making similar 
investigations elsewhere. 


The Health Resorts of Europe. A Medical Guide to the Min- 
eral Springs, Climatic Mountain and Seaside Health 
Resorts, Milk, Whey, Grape, Earth, Mud, Sand and Air 
Cures of Europe. By Tuomas Linn, M.D. 8vo. cloth, pp. 
330. New York: D. Appleton and Co.; Chicago: A. C. 
McClurg and Co. 

This book, as its rather lengthy title page shows, is a 
guide book to the various health resorts of Europe, but it 
goes farther; it specifies particularly the therapeutic indi- 
cations which should govern the choice of particular local- 
ities. These are ponseentay based on the especial claims of 
the different resorts themselves, and are usually too emphatic 
to be true. The book is not equal in interest to the book of 
Dr. Thomas Madden Moore on “Change of Climate,” but 
as a directory is extremely valuable. 


Immigrant Record for June.—During the month of June 
there arrived at the ports of the United States from the 
principal foreign countries, except the British North Ameri- 
can possessions and Mexico, 67,726 immigrants, and in June, 
1892, 73,120. During the twelve months ending June 30, 
1893, the number of immigrants were 497,936, and during 
the corresponding period of the preceding year, 619,320. Of 
the number arrived during the twelve months ending June 
30 last, 96,318 came from Germany,a decrease of 34,309; 
from Italy, 72,403, an increase of 11,459; from Sweden an 
Norway, 53,872, a decrease of 3,281; from Russia (except 
Poland), 48,657, a decrease of 40,631, and from the United 
Kingdom, 108,716, a decrease of 8,352. 
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THE CLINICAL APPLICATIONS OF PANC 
EXTRACT. 
The most recent work on the subject of therapeu- | 


SREATIC 


tics, Pror. Hayem’s Lecons de Therapeutique (Paris, ¢hildren, which explains the intolerance for starchy 


1893, Tome iy), refers to pancreatin as “a variable 
product still more poorly defined than pepsin,” and 
directs attention to the fact that the diverse prep- 
arations found in the stores are often inert. In 
closing his consideration of the subject the author 
emphasizes his previous remark by stating that “ all 
the practical difficulty consists in procuring a good 
preparation.” Fortunately for the profession in 
this country, the manufacture of pancreatic extract 
(or so-called pancreatin), is in the hands of well 
known manufacturing pharmacists, whose reputa- 
tion is a sufficient guarantee for the excellent quality 
of their goods. So that it is entirely within the 
power of prescribing physicians to obtain therapeu- 
tically active pancreatic preparations, if they desire 
to do so, just as it is in the parallel case of pepsin. 

Before considering the clinica] uses of pancreatic 
preparations, it may be well to very briefly review 
the physiological data which serve as a guide to their 
rational application. In its physical structure the 
pancreas is very similar to the parotid gland, and is 
sometimes referred to as the salivary gland of the 
abdomen. The analogy, however, does not extend 
to its secretion, which is considerably more complex 
than the saliva. Human pancreatic juice is limpid, 
according to HERTER, and contains 976 parts of water 
per thousand. The organic substances are contained 
in an alkaline medium, the alkalinity being due to 
phosphates and carbonates, especially of soda. The 
. extract of pancreas, or pancreatin (precipitated from 
watery solution by alcohol, or extracted by ether), 
forms with water and an alkali, an active, digestive 
fluid, having the same properties as the pancreatic 
juice. states’ that “the organic sub- 
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amylolytic ferment. 
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stances present in the pancseathe ferment 4 are: a, 
Ferments: These are the most important, both quan- 
titively and functionally, of all the constituents; 
they are four in number: 1. Trypsin—a proteolytic 
ferment. 2. Amylopsin or pancreatic diastase—an 
3. Steapsin—a fat-splitting 
4. A milk-curdling ferment. 6. A small 
amount of proteid which is coagulable by heat. c. 


“A mucin or mucin-like substance. d. Traces of 


leucin, tyrosin, xanthin and of soaps, have been 


described.” 
All that is necessary is for the applicant to write to the Treasurer of the | 


The fact that pancreatic secretion dissolved coag- 


ulated white of egg was observed by Bernarp and 
own Society, signed by the President and Secretary of said Society, with | 


later by Corvisart, but Kunne first isolated the 


This is “a proteid, or a substance closely 
allied, or adherent, to a proteid” (Ha Liisurron). 


_Amylopsin, which resembles the ptyalin of the saliva 
in its property of converting starch into maltose, 
was first described by VALENTINE. 


It is said to be 
absent from the pancreatic secretion of new-born 


foods often found at this period. Amylopsin acts 
better in the presence of bile than by itself. The 
steapsin or fat-splitting ferment has never been 
separated, its presence being simply inferred from 
the action of the pancreatic juice on fats, and the 
same is true of the fourth, or milk-curdling ferment, 
from its action upon fresh milk. 

The analogy of trypsin to pepsin has already been 
noted; but certain differences are to be observed. 
For instance, trypsin acts in an alkaline, pepsin in 
an acid solution. Trypsin acts more rapidly than 
pepsin, but the same series of proteoses can be 
detected as intermediate products in the formation 
of peptone. An albuminate in the nature of alkali 
albumin is formed in tryptic digestion; on the con- 
trary, one of the nature of acid albumin is formed 
in peptic digestion. Trypsin acts more powerfully 
than pepsin on certain of the albuminoids difficult 
of digestion, such as elastin, and waxy or albuminoid 
substance. It digests nuclein, which is not attacked 
at all by gastric juice. Keratin and chitin are, how- 
ever, indigestible by both ferments. Trypsin acts 
further than pepsin, decomposing the hemi-peptone 
into simpler products, of which the most important 
are leucin and tyrosin, asparaginic acid, ammonia 
and proteinchromogen. (HALLIBURTON, loc. cit.) 

In regard to the conditions in which the therapeu- 
tic employment of pancreatic extract would prove 
advantageous, it would seem natural to place in the 
front rank those cases of digestive or nutritive dis- 
turbance arising from impairment or temporary 
suspension of the function of the pancreas. When 
this condition is present, the fatty matters fail to be 
emulsified or saponified, and appear unaltered in the 
feces. Claude Bernard found that the bile alone 
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only gave a light brown color to the feces, whereas 
when the pancreatic juice was also present the color 
was a distinct brown. Therefore, light colored dis- 
charges from the bowels are an indication of a 
failure in the pancreatic secretion. Since intestinal 
digestion of both proteids and carbohydrates de- 
pends upon the pancreatic juice, at least in great 
measure, we may regurd intestinal dyspepsia also as 
one of the symptoms of pancreatic disorder. Gen- 
eral emaciation may occur and this becomes most 
marked in malignant disease of the pancreas, which 
is usually accompanied by severe dyspeptic symp- 
toms, with persistent nausea and vomiting and 
obstinate constipation. In acute affections of this 
organ, these symptoms may appear suddenly and be 
accompanied by great prostration or collapse. The 
so-called “coeliac affection” of children, character- 
ized by the passage of large, loose, white or grayish, 
frothy and intensely fetid motions, is, in the opinion 
of Dawson WiLLiaMs, “most probably due to a 
temporary suspension of the functions of the pan- 
creas.” It has also been observed that this organ is 
atrophied in cases of diabetes, but whether as cause 
or concomitant of the disease has not been finally 
settled; although LANcEREAUX endeavored to consti- 
tute a special variety of diabetes, in which “ there is 
degenerative disease of the pancreas, accompanied 
by perhaps in all cases, diseases of the celiac plexus. 
This is said to be characterized by a rapid course, 
diarrhcea and greasy stools containing scraps of 
undigested, nitrogenous food.” | 

In our clinical application of the above facts we 
find a physiological phenomenon unexpectedly lim- 
iting the usefulness of pancreatic preparations. It 
is that the activity of the ferments of the pancreatic 
secretion are destroyed by contact with the acid 
gastric juice, as in fact they are by any other acid 
medium. Unna endeavored to overcome this by 
coating pancreatic pills with keratin; but unfortu- 
nately it was found that they not only escaped diges- 
tion in the stomach, but traversed the entire diges- 
tive tract with equal immunity. Boas has suggested 
that pancreatic extract is particularly indicated in 
cases of suppression of the gastric secretion. This 
corresponds with the condition termed apepsia, 
where, as Hayem points out, “apeptic patients emp- 
ty their stomachs rapidly and the intestine has to 
bear the entire burden of digestion. If the pancre- 
atic secretion and bile be normal and adequate, if the 
intestine functions well performed, there is no need to 
interfere; but should symptoms of intestinal indi- 
gestion supervene, pancreatic preparations may be 
prescribed with confident assurance of improvement.” 
In some forms of entero-colitis it has also been used 
with advantage and particularly the entro-colitis of 
hot countries. In the latter case, it is very possible 
that the alkali which always should accompany the 


dose of pancreatic extract, may render the contents 
of the intestine less irritating, while assisting the 
action of the pancreatine in digesting and removing 
food material which is keeping up the disturbance. 
In ordinary constipation or diarrhea with light 
colored motions, the pancreatic extract may be given. 
If the dose be administered when the stomach is free 
from food and especially if a preliminary dose of 
bicarbonate of sodium be administered, it is quite 
probable that the ferments will reach the intestine 
without their activity being at all impaired. In 
regard to the cases of diabetes mellitus to which 
LANCEREAUX directs attention, extractum pancreatis 
merits a trial, more especially since good results 
have been reported from the administration of other 
ferments such as yeast and of diastase. In general, 
whenever there is reason to suspect fatty degenera- 
tion, cystic change, atrophy or occlusion of the duct 
of the pancreas, it appears rational to administer 
pancreatic preparations to supply the deficiency of 
the normal secretion. 

Trypsin, which may be regarded as a purified 
pancreatic extract has been applied as a digestive 
agent to diphtheritic exudations and has been in- 
jected into the bladder for the purpose of dissolving 
blood clots. A good solution may be made of the 
strength of half a drachm each of trypsin and of 
bicarbonate of sodium with a drachm of glycerin 
to the ounce, of water of the temperature of the blood. 
In employing this soiution in diphtheria, a small 
proportion of bichloride of mercury (gr. ¢ to the oz. ) 
may be added as recommended by Dr. SAmuEL 
JOHNSON; the application to be followed by free 
spraying of the affected part with peroxide of hydro- 
gen, properly diluted. In some morbid growths the 
parenchymatous injection of trypsin, alone or in 
combination with other remedies, might 
advantageous. 

Dr. Witu1AM A. Hammonp in a recent lecture upon 
the novel preparations known as “animal extracts,” 
proposes to appropriate the term pancreatine to the 
product of the pancreas, prepared in a_ peculiar 
manner. If these remedies come into general use, 
the term ‘“Pancreatine” can be reserved for Dr. 
HamMonb’s product, and the proper term of extract- 
um pancreatis given to the mixed ferments of 
established therapeutic value, now before the pro- 
fession. 


prove 


ARMY MEDICAL EXAMINATIONS. 

During the past week the Surgeon General issued 
a Circular of Information for candidates seeking 
appointment in the medical corps of the army. This 
gives an account first, of the advantages as to rank, 
pay, emoluments and privileges which the military 
service offers to eligible young men. The method 
of making application for permission to appear 
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“The candidate must be a citizen of the United 
States, between twenty-two and twenty-eight years 
old, of sound health and good character, and a grad- 
uate of some regular medical college, in evidence 
of which his diploma will be submitted to the board. 
The scope of the examination will include the morals, 
habits, physical and mental qualifications of the 
candidate, and his general aptitude for service; and 
the board will report unfavorably should it havea rea- 
sonable doubt of his efficiency in any of these partic- 
ulars.” The circular closes with a series of written 
questions illustrative of the general character of the 
examination which the candidate has to undergo. 
The sample questions are taken from the records of 
a board recently in session in New Yerk city and 
cover the subjects of arithmetic, geography, history 
and literature, chemistry, physics, anatomy, physi- 
ology, surgery, hygiene, pathology and bacteriology, 
therapeutics, materia medica and toxicology, prac- 
tice of medicine and obstetrics and diseases of 
women and children. 

The circular refers to the establishment of the 
Army Medical School for the benefit of the passed 
candidate, and to the intention of the Surgeon Gen- 
eral to recommend the assignment for duty as 
attending surgeons in the principal medical centers 
of the United States of the medical officers who have 
not yet passed their examinations for promotion to 
amajority. It-also provides for a preliminary exam- 
ination into the physique and general education of 
a candidate at the military post nearest his home, to 
save him in case of failure the needless expense of 
travel to the city in which the board is convened. 
At every session of the examining boards many can- 
didates have been rejected for defective physique or 
elementary education. These men should indeed 
never have become candidates, and Surgeon General 
Sternberg now proposes that only those who need 
have no fear of being rejected on these preliminary, 
but essential grounds, shall be put to the expense of 
travel for examination by the board. 

The examining board to be convened next autumn 
will probably meet in Washington, D. C., and be 
composed of the faculty of the Army Medical School. 


CONCEALMENT OF EPIDEMICS. 

If any lesson,has been thoroughly learned by the 
sanitary authorities of the United States, it is that 
concealment of the first cases of contagious disease is 
a dangerous and costly practice. We observe that 
the authorities of Naples are now making denial of 
the existence of cholera. Marseilles and Toulon sim- 
ilarly denied its existence until the deaths from the 
disease became so numerous that it could no longer 
be concealed. The policy of concealment is always 
adopted under specious pleas of the damage to com- 


OVER ADULTERATIONS. 


merce, the carrying trade and travel. It induces 
false security on the part of the local inhabitants, 
and is cruel to those who unwittingly get caught in 
the trap. Worse, however, by encouraging free 
ingress to the stricken city, and having no inspec- 
tion of those going out of it, the epidemic is made 
more violent in the place itself, and spreads to a 
greater numberof places. Hamburg tried the con- 
cealment plan, as long as it would deceive anybody, 
and it was the knowledge of the European tendency 
to hide the ravages of contagious diseases that in- 
duced Congress to pass the law providing for for- 
eign inspection service. It is only fair to the city 
of Naples to state that the probabilities of a great 
epidemic there at this time areata minimum. The 
great improvements in the streets, the miles of new 
pavements, the opening up of new and broad thor- 
oughfares through former squalid tenement house 
districts, have greatly improved the situation since 
the great epidemic of 1887-88. The drainage is 
excellent and the drinking water good, but mean- 
while our own sanitary authorities will do well to 
place credence in the reports of our own government 
inspectors in preference to biased local reports. 


MUNICIPAL AUTHORITY OVER ADULTERATIONS, 

One of the chief functions of a municipal govern- 
ment, whether wisely exercised or not, is to protect 
the health of its subjects. With its constitutional 
authority physicians ought therefore to be some- 
what familiar. In the case of the State v. Fourcade, 
recently decided, the Supreme Court of Louisiana 
says, in discussing the constitutionality and legality 
of an ordinance of the City of New Orleans concern- 
ing the adudteration of milk, that a Jegislature may 
delegate to municipal corporations power to adopt 
and enforce ordinances of special local importance, 
though general statutes exist, relating to the same sub- 
jects. An ordinance must be authorized, and must not 
be repugnant toa statute over the same territorial area, 
but if there be no other conflict between the provis- 
ions of the statute and ordinance, save that they deal 
with the same subject, both may be given effect. 
The resulting or correlative doctrine is now too firm- 
ly established to admit of serious question—that the. 
same act may constitute two offenses, viz., a crime 
against the public law of the State, and also a petty 
offense against a municipal regulation. The public 
welfare, requiring the maintenance of peace and good 
order, as well as of careful sanitary regulations, in 
cities and towns, renders summary proceedings, in 
many cases a necessity; and such are commonly 
secured by municipal regulations. Violations of 
municipal ordinances constitute a class of offenses 
that are,in general, throughout the country proceeded 
against summarily, and the right of trial by jury in 


connection therewith, cannot be constitutionally de- 
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manded. An ordinance is not, in the constitutional 
sense, a public law. It isa mere local rule or by- 
law—a police or domestic regulation—devoid in 
many respects of the characteristics of the public or 
general laws. In this case a city ordinance was at- 
tacked as being unconstitutional, illegal, and viola- 
tive of the laws of the State; the specific objection 
made being that the State having adopted a stand- 
ard of adulteration, it was the duty of the munici- 
pality to have made its standard identical with that 
of the State, and that, the two standards not being 
identical that of the city, by reason of that fact, was 
illegal. But, as already explained, the offense charged 
under the city ordinance would be a separate and 
distinct offense from that which would have been 
charged under the State law, while the State’s stand- 
ard would be applicable exclusively for and as de- 
scriptive of a State offense. Where the same act 
constitutes two offenses against separate jurisdic- 
tions, it is analogous to those cases where the same 
act is punishable under a congressional statute and 
also under a State law. The two offenses in such 
a case being different, each may be punished with- 
out violation of the constitutional inhibition against 
placing one twice in jeopardy for the same offense. 
These views are sustained by many authorities. And 
the general assembly of Louisianain conferring upon 
the common council of New Orleans the powers it 
did in its charter, must have contemplated that it 
would adopt a standard of adulteration as to drinks; 
and that adopted by it not being shown to be unrea- 
sonable or arbitrary, or as passing beyond a fair 
measure of correction for the evil against which it 
seeks to guard, must be upheld. 


DOMESTIC CORRESPONDENCE. 


Report on Cheese Poisoning Cases at 
Mansfield, Ohio. 

To the Editor:—In reply to your favor of July 14th, regard- 
ing a report of the so-called “cheese poisoning” in this city, 
I beg leave to say that the reports in the newspapers in 
reference to it were as usual very much exaggerated. It is 
true that we had some fifty or sixty persons who had eaten a 


_ certain make of cheese who were taken suddenly and vio- 


lently sick. but with no fatal results. The cheese in question 


‘was made by Mr. Mabee who lives about five miles from this 


city and who has manufactured cheese for some thirty years 
and sold it in this city without any bad results, so far as we 
have any knowledge, until this occurrence which you refer 
to took place. 

On investigation we learned that Mr. Mabee purchases 
milk from the farmers in his immediate vicinity, and as a 
rule, makes three cheese a day which weigh from twenty- 
four to twenty-five pounds each. The cheese of each 
day is numbered the same, and on this occasion the 
cheese, which were all made from the same curd, were 
numbered 55. One of the three was sold to a grocer by 
the name of J. P. Hering who retailed the entire cheese 
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with the peculiar sickness had eaten cheese, but that everybody 
who had eaten cheese did not get sick; but the sickness all oc- 
curred among those who had bought and eaten of this par- 
ticular cheese which was very spongy and moist ; two pounds 
of which I obtained of those who had bought and eaten of 
the cheese, and were taken sick shortly after eating it. 
Those two pounds were sent to Secretary D.C. 0, Probst of the 
State Board of Health who turned it over to the State 
Dairy and Food Commissioner, Dr. McNeal, who with an 
expert cheese maker, Mr. Hurd, visited this city and ex- 
amined into the character of the symptoms of those who 
were taken sick, together with the process employed in the 
manufacture of the cheese. 

The second cheese was sold to a grocer by the name of P. 
P. Ford with the same results as in the former case, except 
that he did not sell more than half his cheese before he 
learned of the poisonous results from the use of it, and 
stopped its sale immediately. It is only just to say that 
the first groceryman had sold all his cheese before he learn- 
ed that it was making any one sick. 

The third cheese was sold and has been taken to Colum- 
bus for chemical analysis, a report of which, together with 
an analysis of the samples sent previously, will be sent me 
later on. 

In this investigation it was interesting to note that the 
two grocerymen who bought the cheese lived in widely 
different sections of the city and that the number of cases 
of sickness corresponded with the amount of cheese sold; 
in other words, there were more than twice as many cases 
of sickness occurred in the Hering district where the entire 
cheese was sold, than there were in the Ford district where 
only half the cheese was sold. It is also interesting to note 
that the degree of sickness depended on two particular 
factors. First: The amount of cheese eaten. Second: the 
physical strength of the person who ate it. In every in- 
stanee where children, or old persons who were feeble, had 
eaten the cheese they were afllicted much more seriously 
and in some instances they were so prostrated, especially 
in the ease of the aged, that their lives were despaired of ; 
whilst another who was strong and hardy and ate of the 
same cheese in the same quantity was not nearly so sick, if 
sick at all, whilst others were more or less affected accord- 
ing to the amount of cheese they had eaten and the physi- 
eal strength they had to counteract the effects of the 
alleged poison. 

One very interesting case occurred in which the mother had 
been taken sick from eating the cheese and shortly afterward 
her nursing babe which had been nursing her, was taken 
sick with the same symptoms, although it had not eaten 
any of the cheese at all; showing that the poison which 
produced the sickness was not only a local irritant to the 
stomach, but also assumed a constitutional character and 
was eliminated through the lacteal glands. The symptoms 
were those of marked prostration in the more serious cases 
and modified according to the amount of cheese eaten and 
the strength of the person who ate it; consisting of a mark- 
ed reduction of the cardiac force, showing a partial failure 
or paralysis of the heart; some of the cases being entirely 
pulseless with cold hands and feet and cold perspiration, 
followed by vomiting and later by purging and general 
prostration. These symptoms obtained in every case to a 
greater or less degree, so far as we were able to learn from 
the patients and their attending physicians. 

As to whether the poisoning was the result of Vaughn's 
tyrotoxicon remains to be determined by the chemical 
analysis which will be immediately instituted by Com- 
missioner Dr. McNeal. 


within twenty-four to thirty-six hours after he received it; 
on investigation we found that everybody who was taken ill 


These cases of so-called “cheese poisoning,” the result of 
eating certain cheese, have been of quite frequent oecur- 
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rence in this In 1888 and 1889 I sent of 
cheese to the State Board of Health from this city which 
were supposed to contain tyrotoxicon, but on investigation 
by Professors Howard and Webber of Columbus and Prof. 
Schweintz of the Bureau of Animal Industry of Washing- 
ton, they were unable to find Vaughn’s tyrotoxicon in a 
single instance, notwithstanding they followed the diree- 
tions given by him for its detection. Experiments were 
conducted by Prof. Webber at that time by feeding animals 
with the poisonous extracts of cheese, with no results. But 
these experiments on animals are very questionable, as we 
are all aware that animals can, as a rule, eat decomposed 
organic matter without any serious results; while on the 


other hand, if eaten by humans, it would produce sickness | 


if not fatal terminations. The fact that tyrotoxicon was | 
not found in the cheese was no evidence that a poisonous. 
compound, the result of fermentation, was not the cause of 
the sickness; and especially is this true, as Prof. Vaughn 
has found poisonous substances in cheese since his disecoy- 
ery of tyrotoxicon, which he claims are sometimes, under 
certain circumstances, the cause of sickness. 

In this same investigation which I have referred to, and 
which was conducted by the State Board of Health in 188s, 


bacteriological examinations were made by Prof. Detmers 
Of course, we may have fermenta-| 


with negative results. 
tive products of an alkaloidal character which could not be 
detected by bacteriological examinations. 
gist would only be capable of determining a fungus or a. 
microbie toxicant, if such existed, but with 
products his investigations would prove futile. 
Since these investigations by our State Board of Heaith,. 
all of which resulted negatively so far as Vaughn’s tyrotox-. 
icon was concerned, the State Board of Health considered it 
useless to conduct any further investigations for that poison. 
Yet at the same time there is no question but what there is 
“poison” of some character which occurs in the manu- 
facture of certain kinds of cheese, which is evidently the 
result of fermentation, and while it may not always be tyro- 
toxicon, it is possible that under certain circumstances it 
is; and under others it is certainly some compound analo- 
gous to tyrotoxicon which as yet has not been discovered, 
and which will be sought for in the chemical analysis to be 
instituted by the State dairy and food commissioner, the 
result of which we will watch with great interest, as it is 
to be hoped that he will be able to discover the cause, origin 


and composition of the substance which produces these. 


perplexing outbreaks of so-called “cheese poisoning” which 


usually occur in this section of the country in the summer. 


and fall, so far as I have been able to observe, and usually 
occur in cheese that is made during the hot weather. 

That this is the result of fermentative changes is certainly | 
quite evident. First: for the reason that brands of cheese | 


which are made from pure, sweet milk and are made with-. 


out any fermentation except that particular ferment pro- 
duced by the use of rennet for curdling the milk, does not 
produce “cheese poisoning.” Second: that “ cheese poison- 
ing,” so far as I have been able to ascertain, has occurred 


in those brands of cheese which are subjected in their man- | 


ufacture to certain fermentative changes, either purposely | 


or accidentally. Very respectfully submitted, 
R. Harvey Reep, Health Officer. 


Advertise in the Journal. 


Saainaw, Micu., July 17, 1893. 
To the Editor:—Will you &indly furnish me the address of 
the firm who handle the sterilizer that was on exhibition 
Yours, 


at Milwaukee? 8. A. McLean, 


Bay City, Mich. 
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The bacteriolo- 


alkaloidal 


1 
State Board of Health of Pennsylvania. 
July, 1893, 
To the Editor:—The recent session of the legislature of 
this State was marked by an unusualinterest in all matters 
pertaining to the protection of the public health. A step of 
great importance was the passage of an act making the 
establishment of Boards of Health compulsory in all incor- 
porated boroughs in the State. As these Boards are by the 
terms of the law required to report to the State Board of 
Health, we may hope that inthe course of the next six 
months, the sanitary organization of the State will be so 
complete that the State Board will have accurate and 
early information of all outbreaks of contagious disease, 
Although the legislature declined to increase the very 
meager appropriation to the State Board of Health, it 
granted the request of the Board to appropriate the sum of 
$50,000, to be used in case of serious emergencies, with the 
approval of the Governor, In the event of the advent of 
cholera, this will enable the Board to take immediate and 
effective action to check its spread. 
Another measure of considerable importance was the 
establishment of a State Quarantine Board, to which is as- 
signed the control of maritime quarantine at the Port of 
Philadelphia, which includes all ports of entry on the Dela- 
ware river above the State line. This Board is constituted 
as follows: 


The President of the College of Physicians of Philadelphia 
ora member of said college to be designated by the Presi- 
dent 

The Secretary of the State Board of Health ; 

The President of the Philadelphia Maritime Exchange or 
a member of said Exchange to be designated by the Presi- 


dent 
| The Health Officer of Philadelphia appointed in pursu- 
ance of the Act to which this is a supplement ; 

The Quarantine Physician provided for in this Act : 

A sixth member to be appointed by the Mayor of Phila- 
delphia ; 

A seventh member to be appointed by the Governor of 
Pennsylvania. 

The aim of the new Board is to act in harmony with the 
quarantine authorities established at the mouth of the Dela- 
ware Bay by the United States Marine Hospital Service. 
The protection to this port will be threefold: First, the 
United States Marine Hospital inspection and hsspital ser- 
vice near the Delaware breakwater. Second, the United 

States Marine Hospital disinfecting plant at Reedy island, 
‘forty miles higher up the bay, and third, the State quar- 


antine station, established at the old Lazaretto, a short 
distance below the city of Philadelphia. 
The purpose is to have such intimate codperation between 
‘the several stations, that absolute protection will be assured 
with the least possible interference with commerce and 
travel. With this triple cordon of coast defence, combined 
|with the system of train inspection which our Board is 
arranging in connection with the United States Marine 
Hospital Service, and the appointment of a Supervising In- 
spector in each county for special service in the presence of 
cholera, our Board feels that itis quite ready for any emer- 
gency which may occur. 

Another Act passed which promises valuable results in 
the future, was that establishing a State Board of Medical 
Examiners on which the State Board of Health is repre- 
sented in the person of its president. A communication 
just received from Berlin, informs me that large numbers. 
of diplomas of the so-called American University of Phila- 
delphia, bearing the signature of the infamous John Buch- 
anan, and issued by one Charles Sayer, in London, at the 
moderate price of $10 apiece, are being obtained at the pres- 
ent time in Germany. Asis well known, in this country, this 
fraudulent institution,together with others of a similar char- 


176 SOCIETY NEWS. 


| JuLy 26, 


acter, were stamped out by the courts in this city in 1880; 
and yet itis evident that they are still making the name, 
“American Graduate” a stench in the nostrils of the German 
public. It is sincerely to be hoped that medical examining 
boards will soon be the rule in every State in the Union, 
and that in this way we shall be able to blot out this shame- 


ful reproach. 


Bills for preventing the adulteration of food and drugs, 
and for the regulation of the sale of milk and of meats were 
unfortunately either lost in the Assembly or vetoed by the 
governor. The health of school children was considered 
in an Act which became a law, compelling school boards 
to make proper sanitary arrangements in all schools under 
their jurisdiction. 

On the whole, therefore, sanitarians have a right to con- 
gratulate themselves that this old commonwealth is slowly 
arousing from its lethargy in regard to this most impor- 
tant of all governmental questions, the protection of the 
public health. Yours respectfully, 

BenJjamMin Ler, Secretary, 

State Board of Health of Pennsylvania. 


The Woods are Full of Them. 
LovisviLue, Ky., July 21, 1893. 
To the Editov:—Can you recommend a good and honest 
lady or gentleman to canvass subscriptions for two old, 
established magazines on a liberal commission? 
Your early reply will oblige 
Fraternally yours, 
Paut Kratz, Publisher. 


NECROLOGY. 


Edward Loomis Smith, M.D., of Seattle, Washington, was 
found dead in his bed on the morning of July 12, 1893. The 
end came quietly and peacefully as he had often expressed 
a wish that it might. He had been a sufferer from heart 
disease for many years so his sudden death was no surprise 
to his most intimate friends. 

Dr. Smith was born at Pittsford, Munroe county, New 
York in 1840, and received his literary training at the Gen- 
esee Wesleyan Seminary, at Lima, N. Y. He took two 
courses at the Medical Department of the University of 
Buffalo, and afterwards received the degree of M.D. from 
the Cooper Medical College at San Francisco, California. 
He served as a medical officer with the Twelfth United 
States Infantry at Angel Island, California, during 1873 and 
1874, after which he practiced in the towns of Quincy and 
Laport, California, coming to Seattle to locate in 1877. 

His genial disposition and open generosity, together 
with his professional ability, soon won for him a host of 
friends and made him one of the best known surgeons in 
the Pacific northwest. He inspired confidence in his pa- 
tients and was always kind to his brother practitioners. 
His surgical experience was very extensive, he having been 
chief surgeon at Providence Hospital for many years. 

He was one of the organizers of the King County Medical 
Society and was the first president of the Washington State 
Medical Society ; he was also a member of the Seattle Med- 
ical and Library Association, California State Medical 
Society and the American Medical Association. 

Dr. Smith always took great interest in the State militia, 
having served as brigade surgeon and surgeon general on 
Governor Ferry’s staff. He held the same position on Gov- 
ernor McGraw’s staff at the time of his death and was buried 
with military honors. J.B. E. 


SOGIETY NEWS. 


Official Delegates to the Pan-American Medical Congress.—Prac- 
tically all of the governments have appointed official dele- 
gates to the Congress in response to the invitation by the 
President of the United States. The United States govern- 
ment will be represented by six delegates. The larger 
cities of all the Latin-American countries have appointed 
delegates to participate in the proceedings of the Sections 
on Hygiene, Climatology and Demography, and on Marine 
ace and Quarantine, and similar appointments will be 
made by the cities of the United States. Seventy-six simi- 
lar delegates have so far been appointed by the governors 
of States in the United States. A large number of dele- 
gates have been chosen by the medical colleges of the 
United States and other American countries to attend the 
Section on Medical Pedagogics, under the presidency of 
Professor J. Collins Warren of Boston. 

Dr. Ernest Hart, editor of the British Medical Journal, and 
Prof. Dr. Czerny, of Heidelberg, will be among the distin- 
guished guests. The latter is booked for the Pan-American 
excursion to Rome by the “Werra.” 


Section on Materia Medica and Pharmocology, Pan-American 


Medical Congress.—A Section on Materia Medica and Phar- 


mocology has been organized under the executive presi- 
dency of Professor Joseph P. Remington of Longport, 
N. Y., with Professor F. G. Ryan, 3739 Brown St., Philadel- 
phia, as English-speaking secretary. This Section prom- 
ises to be one of the most important of the entire Congress. 
Delegates have been invited from all the pharmaceutical 
societies and colleges in all the Americas. Those contem- 
plating attendance are invited to prepare papers on phar- 
maceutical topics. Titles should be sent at once to Pro- 
fessor Ryan, Secretary. 


The Vermont State Medical Society will hold its Eighteenth 
Annual Meeting in Rutland, Oct. 12 and 18, 1898. The 
president is Dr. R. M. Wilder, Swanton; D.C. Hawley, Bur- 
lington, secretary ; chairman committee of arrangements, 


Dr. C. 8S. Caverly, Rutland. The midsummer program can 
now be obtained from Dr. Hawley, and the regular pro- 
gram from that gentleman about October 1. 


SELECTIONS. 


Chloride of Sodium Infusion in the Fasting Insane.—That fatal 
termination frequently follows in the more severe melan- 
cholias notwithstanding the most careful artificial feeding 
isa fact within the experience of every alienist. It makes 
only a trifling difference in the progress of these cases, as to 
what efforts are put forth to vary the quality and quantity of 
food ; the patient gradually emaciates, the secretions become 
foul, the bowels sluggish, and vomiting may occur after each 
use of the esophageal tube. The patient rapidly grows weaker, 
finally dies from exhaustion notwithstanding that ample 
food is being ingested. Reference is not intended here to 
the class of cases where refusal of food is based on delusion 
and in which there is no somatie disturbance; these cases 
may be fed artificially for months or years without causing 
any special disturbance of the health. The brilliant results 
that have been achieved in surgery, obstetrics and internal 
medicine by the use of subcutaneous and intra-venous in- 
fusions of salt solutions have encouraged Ilberg (Zeitschrift 
fir Psych) and Lehmann (Centralblatt fur Nerenhkde und 
Psych, June 1893) to try them in the severe melancholias 
accompanied by refusal of food. The latter writer reports 
four, in three of which results were achieved by the hypoder- 
matie injection of 600 cubic centimeters of saline solution, 
The injections were made at intervals of two or three days 
according to the condition of the patient. After each injec- 
tion the general state of the patient was markedly improved, 
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the lips would become moist, the tongue would clear and 
in several cases the patient would begin to take food volun- 
tarily. In one case that terminated fatally, death was found 
to be due toa perforating ulcer of the stomach, due to swal- 
lowing a fragment of glass with suicidal intent. 


Unilateral Hypertrophy of the Face.—D. W. Montgomery 


(Medical News, July 15, 1893) adds another case to the few 
reported of this extremely rare affection. Additional inter- 
est is found in these cases owing to the fact that the sensi- 
tive and motor nerves of the affected part come from differ- 
ent roots, andif we ever solve the nature and seat of trophic 
nervous influence it will probably be from a study of the 
nerve supply of these parts. 

Some ideaof the enlargement may be gained by the state- 
ment that the distance from the philtrum to the tragus is 
six and one-eighth inches and only four and seven-eighths 
on the right or unaffected side. The bones as well as the 
skin and its appendages were hypertrophied, the hairs were 
coarse and heavy and the mouths of the sebaceous glands 
large and patulous giving the skin a “saddle leather” look. 
Portions of the skin removed for microscopic study showed 
an extremely friable condition of the chorion which 
was enormously increased in thickness, and round-celled 
infiltration along the vessels. The dilated sebaceous glands 
in many eases contained masses of concentrically arranged 
epithelial cells that had undergone hyaline degeneration. 
These masses produced tumor-like elevations of the surface, 
and seemed to act like foreign bodies as the surrounding 
connective tissue was richly infiltrated with small round 
cells. 


Trapacocaine in Eye Practice.— Dr. Ferdinands has given in 
the British Medical Journal his favorable estimation of the 
Java leaf cocaine. 
thalmolic use has been more reliable than the older drug, 
the effect is more enduring and may be attained in parts 
that have become inflamed. There was no appearance over 
the corneal surface of that haze that has been so often a 
troublesome consequent on anesthesia by cocaine. A 
strength of two or three parts per hundred, in aqueous 
solution, has been efficient in the general run of cases, 
while a 5 per cent. strength was. used safely for anzs- 
thesial applications to the deeper seated parts of the eye. 
The solutions should be made with distilled water. They 
keep well and continue efficient for months. In only one 
case were untoward results observed, and in that case the 
surgeon used a 10 per cent. solution. There is virtually no 
mydriasis nor hemostatic action. 


Unilateral Tremor Associated with Tumor of the Cerebral Pe- 
duncle.—Blocq and Marinesco (Le Mercredi Medical No. 22. 
page 269) furnish an additional uncertainty as to the origin 
of the tremor of paralysis agitans in the report of a case of 
that disorder in which a tumor the size of an olive was found 
in the midst of the right crus cerebri. The fibers of the 
oculo motor nerve, superior cerebellar peduncle and crusta 
all escaped. The tremor which was confined to the left side 
was believed by the writers to be due to irritation of the 
pyramidal fibers. This explanation seems gratuitous as 
the patient died from tuberculosis of the lungs and it is 
quite possible that the tumor bore no relation to the tremor. 
A careful study of the recent literature of paralysis agitans 
shows that the disease probably has its origin in the motor 
nerve endings. In this case we may have had a paralysis 
agitans with tuberculosis and secondary tumor of the crus. 


A Study of Losophan.—In a thesis by Felix Descottes pre- 
sented to the Paris Faculty of Medicine, the author formu- 
lates the following conclusions: In the treatment of leg 


ulcers, losophan acted quite as well as any of the medica- 
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‘ments customarily employed in this condition. In primary 
lesions of a syphilitic character, losophan had a very bene- 
ficial action and determined a rapid cicatrization of 
chancre, although employed to the exclusion of general 
constitutional treatment. The curative effects of losophan 
were especially manifested in simple chancre or soft chan- 


ere. Patientssuffering from folliculitis and eczema, though 
not always completely cured under treatment by losophan 
| experienced in all cases a great amelioration of the condi- 
tion. In circumscribed lichen simplex, losophan success- 
fully cured the disagreeable and often painful pruritus which 
almost always accompanies this malady. In prurigo with 
obstinate pruritus the same beneficent results was obtained. 
In the estimation of the author, these results are sufficient 
to enable us to classify losophan among the most efficient 
of our remedies for certain skin diseases. Dr. Descottes 
employed losophanin much stronger mixtures than those 
cited by other authors and never noted any irritation of 
the skin. He used 8 per cent., 10 per cent. and sometimes 
20 per cent. ointments and oceasionally the pure powder. 
Saalfeld used but 1 to2 pereent. ointments or solutions, Des- 
cottes was successful in some conditions which had not 
heretofore responded promptly to losophan. 


MISCELLANY. 


Cholera.—Cholera has appeared in Naples. There were 
four fatal cases on the 16th and 17th of July. The diagnosis 
was verified by bacteriological examination. 
has not yet been traced. 

The British steamer Blue Jacket from Marseilles, arrived 
at Cardiff July 19. It hadcholeraon board and was ordered 
in quarantine. The Blue Jacket sailed from Kertch, in the 
Crimea, June 24. It called at Constantinople and proceeded 
— to Marseilles, from which port it came direct to Car- 
iff. 

There were two cases of cholera on the Blue Jacket. 
Both patients are recovering. The other members of the 
crew are in a healthy condition. 

The cholera is raging among the poorer classes in Mos- 
cow. The Director of Prisons upon learning that there was 
cholera in the Moscow prisons ordered a majority of the 
prisoners to be removed to four other cities, thus increasing 
the danger of a spreading of the infection. There have 
been no casesso farin St. Petersburg. In Polodia and other 
infected places the death rate has not lessened. 


Must be Examined.—The Iowa State Board of Medical 
Examiners, is now sending out the following circular: 
The Announcement and Catalogue of your for the 
session is before me. I regret to find that your 
requirements for graduation do not conform to qur 
“Schedule of Minimum Requirements,” a copy of which, to- 
gether with the resolutions adopted by the Iowa State Board 
of Medical Examiners relating thereto, are sent herewith. 
I have underscored the particulars in which you lack con- 
formity. Iam directed to say in advance, that unless your 
requirements for graduation are amended so as to be in com- 
plete accord “by announcement and practice, in letter and 
in spirit” with our schedule, as shown herewith, your gradu- 
ates cannot be admitted to practice in this State, except 
upon satisfactory examination before this Board. 

Respectfully, J. F. Kennepy, M.D., Secretary. 


COLLEGE NOTES. 


Northwestern University Medical School (Chicago Medical 
College) has just completed a new laboratory building that 
is one of the largest and best in this county, and at a cost 
of $150,000. It is a five story structure, 106 feet wide by 110 
feet long. 

It contains, besides the usual offices, lavatories, lockers 
for students’ clothing, etc., two large lecture rooms and one 
quiz room, laboratories of physiology, pharmacy, botany, 
pharmacology, normal and pathological histology, bacteri- 
ology, chemistry, anatomy and operative surgery, together 
with smaller rooms for special class instruction and indi- 
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vidual work. The entire building is wired for electric! 
lighting, and is heated by steam throughout. There is hot 
and cold water in all rooms, compressed air and live steam 
in the laboratory and lecture rooms, an ice machine for 
cooling the room in which the anatomical material is pre- 
served, and in which any desired temperature may be easily 
maintained. 

It is expected that these laboratories, with the possible 
exception of the laboratory of physiological research, will 
all be in operation at the beginning of the coming term. 

The new college building, in course of erection on the 
same lot, will be completed by the opening of the college 

ear. It has been designed especially for clinical teaching. 

here will be two floors devoted entirely to clinics which 
will be in operation both forenoon and afternoon, There 
are two large amphitheatres on the same level as the clinic 
rooms, to be used for college clinics, as well as for didactic 


teaching. 

This building is 55 feet wide by 106 feet long, and, in 
architectural features, corresponds with the laboratory 
building. 


Rush Medical College.—In consequence of the number of 
foreign visitors to the city of Chicago during the year of 
1893, many of whom have made inquiries relating to this 
college, a limited edition of the Announcement for this year 
has been issued in the French language. 


Appointment.—-Dr. Emory Lanphear of Kansas City, has 
resigned from the University Medical College and accepted 
the chair of Operative Surgery and Clinical Surgery in the 
Kansas City Medical College. 


LETTERS RECEIVED. 

(A) Anderson, Wm., Indiana, Pa.; Atkinson, W. B., Phil- 
-adelphia, Pa.; Ames, L. L., Onaga, Kan.; (B) Burford, Wm. 
B., Indianapolis; Bacon, C. G., Fulton, N. Y.; (@) Corson, 
Hiram, Plymouth Meeting, Pa.; Carpenter, J. G.. Stanford, 
Ky.; Cornick, Boyd, Knickerbocker, Tex.; (D) Dunglison, 
R. J., Philadelphia (telegram); (E) Eagleson, J. B., Seattle, 
W. T.; (F) Fogg, John 8., Biddeford, Me.; Flesher, Paul, 
Elkhorn, W. Va.; Florentine, F. B., Saginaw, Mich.; (@) 
Grant, H, H., Louisville, Ky.; Gihon, Albert L., U. 8. Navy; 
(H) Hamiell, E. K., Newark, N. J.; Hinde, Alfred,’Chicago ; 
Heckard, M. O., Chicago; Holmes, Bayard, Chicago; (J) 
Jenkins, J. C., Everett’s, N.C.; (K) Kratz, Paul, Louisville, 
Ky.; Kern, W. B., Hastings, Neb.; (L) Lee, Benjamin, Phil- 
-adelphia; Lynk, M. V., Jackson, Tenn.; (M) Mansfield Book- 
binding and Index Co.; McLean, 8. A., Bay City, Mich.; 
Montezuma, Carlos, Barry, Washington; McDonald, Mrs. 
8. M., Washington, D. C.; Miller, J. E., Providence, R. I.; 
McIntyre, J. H., St. Louis, Mo,; Malted Milk Co., Racine, 
Wis.; (0) Orleans Parish Med. Soc., New Orleans, La.; 
Owens, T. B., Roxbury, Mass. ; Owen, A. M., Evansville, Ind.; 
Ochsner, A. J., Chicago; (P) Patterson, R. 8., Port Huron, 
‘Mich.; Park, J. Walter, Harrisburg, Pa.; Parke, Davis & 
o., Detroit, Mich.; Parr, Thos. S., Indianola,Ia.; (R) Rush, 
Jas. D., Apalachicola, Fla.; Reed, R. Harvey, Mansfield, O.; 
Rosenberger, J. 8., Chicago; (§) Seymour, W. W., Troy, N. 
Y.; Schaufelberger, F. J., Hastings, Neb.; Sajous, Chas. E., 
Paris, France; Schieffelin & Co., New York; Shober, W. A., 
Ligonier, Ind.; Small, E. H., Pittsburgh ; (T) Trabert, J. W., 
Annville, Pa.; Truax, J. G., New York; (V) Vauden, Geo., 
Caperton, W. Va.; (W) Waxham, F. E., Denver, Col.; Wood- 
bury, Frank, Philadelphia; Wyman, Hal., Detroit; (Y¥) 
Young, Arthur, Prescott, Wis. 


THE PUBLIC SERVICES. 


Civil Practice by Army Medical Officers.—The following from 
-a recent issue of a military journal shows that in France as 
in this country the civilian practitioner sometimes consid- 
ers himself unjustly treated by his military colleague: 
“The French War Minister has decided not to permit French 
army medical officers to combine private practice with their 
military duty, except where they render medical service 
gratuitously, and as a rule they must confine their civil 
practice to assisting civil practitioners without competing 


-with them. Hitherto medical officers, being duly qualified 


practitioners, have been allowed to practice their profes- 
sion outside the army and the present decision is due to the 
objections of civil practitioners.” 

The U.S. Army Regulations of 1814,in which the duties 
of medical officers were for the first time distinctly speci- 
fied, prohibited civil practice in these terms: “No surgeon 
of the army shall be engaged in private practice ;” but this 
regulation has never been enforced. One officer inquired 
of Surgeon General Lovell concerning it and was informed 
that it was intended only to prevent neglect of duty, which 
might be oceasioned by entering exhaustively into prac- 
tice. At one time the physicians of Sackett’s Harbor,N.Y., 
protested against the practice of the Post Surgeon of Mad- 
ison Barracks, alleging that he came into injurious compe- 
tition with them. The reply was to the effect that if no 
breach of professional etiquette nor any improper means 
to obtain professional employment was charged the War 
Department could not with propriety interfere in the mat- 
ter. Medical officers had a right to give their services to 
whomsoever they pleased, and they had always been per- 
mitted to do so. Indeed, at small posts it was desirable 
that they should do so to extend their sphere of action and 
experience. The present ruling is that medical officers 
must not establish an office nor solicit practice, but if 
requested to attend in any case they are at full liberty to 
do so, provided it can be done without interfering with their 
regular duties. It would be ungracious and indeed unjust 
to citizens to deprive them’ by War Department orders of 
any benefit they might derive from the care of a military 
surgeon. 


Immigrant Inspection Service.—Surgeon P. H. Bailhache, 
United States Marine Hospital Service, stationed at Ellis 
Island, is organizing a corps of several hundred physicians, 
whose services may be needed in the event of cholera reach- 
ing this port. If cholera does reach New York it is proposed 
to send one of these physicians on each immigrant train that 
leaves here. This physician will accompany the immigrants 
to their destination and watch them carefully for symptoms 
of contagious or infectious diseases. Already a large num- 
ber of applications from physicians who want to serve on 
this corps have been received. This is the immigrant in- 
spection service recommended by the Sanitary Council of 
the Mississippi Valley, and similar to the one organized by 
the late National Board of Health. 


The Sick-Bay on the Cruiser New York.—The Surgeon General 
of the navy has recently madea report to Secretary Her- 
bert on the apparently poor arrangements for the care of 
the sick on the new cruiser, New York. He hopes to have 
some of the defects remedied before the vessel shall be sent 
out on acruise. The adopted pians locate the sick-bay too 
far forward near the magazine and torpedo tubes. Surgeon 
General Tryon urges that the sick should be placed amid- 
ship, or in some other part where they can have more room, 
light and air. 


Army Changes. Official list of changes in the stations and duties of offi- 
cers serving in the Medical Department, U.S. Army, from July 15, 
1893, to July 21, 1893. 

First Lieut. JaMEs D. GLENNAN, Asst. Surgeon, ordered to report to the 
president of the examining board, for examination for promotion. 

Major Peter J. A. CLEARY, granted leave of absence for four months, on 
surgeon’s certificate of disability. 

First Lieut. A. E. BRADLEY, Asst. Surgeon, ordered to report to Lieut.- 
Col. DALLAS BACHE, deputy Surgeon-General, president of examin- 
ing board at Omaha, Neb., for examination for promotion to grade 


of Captain. 

First Lieut. J.T. CLARKE, Asst. Surgeon, will on the abandonment of 
Camp Poplar River, Mont., proceed to Ft. Sully,8.D., for temporary 
duty, and on return of First Lieut. BRADLEY, proceed to and take 
station at Ft. Omaha, Neb. 

Major CALVIN DEWITT, Surgeon U. 8, A., is granted leave of absence for 
one month, to take effect between the 15th and 30thinst. Par. 2,8. 0. 
78, Hdqrs. Dept. of Texas, July 11, 1893. 


Navy Changes. Official list of changes in the Medical Corps of the U. 8 
Navy, or the week ending July 22, 1893. 


P.A. Surgeon Ff. B. BAILEY, from Philadelphia Hospital, and to the U.S. 


Mac 
Medical Inspector W. M. JonEs, from League Island Navy Yard, and 


wait orders. 
Medical Inspector G. H. Cook, to the Navy Yard,, League Island. 
Surgeon 8. H. Dickson, from Marine Barracks, and to the “ Dolphin” 
temporarily. 
Surgeon P. M. Rixky, from the “ Dolphin,” and granted temporary 


eave. 

P. A. Surgeon J. D. GATEWOooD, temporary dufy at Marine Barracks. 
P. A. Surgeon A. R. WENTWORTH, from the “ Atlanta,” and eres leave. 
Surgeon W. G. FARWELL, to temporary duty on the “ Franklin.” 
Surgeon C. T. H1BpBert, from the “ Franklin,” and to the “ Detroit.’’ 
Asst. Surgeon C. W. BROWNELL, ordered to receiving ship “ St. Louis.”’ 
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